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Introduction

Late in 1987, research staff from the American
Psychiatric Association (APA), the American Psy-
chological Association, the National Association of
Social Workers (NASW), and representatives of pro-
fessional psychiatric nursing formed a work group
on human resources data with staff from the Na-
tional Institute of Mental Health (NIMH). This
workgroup had four major purposes:

(1) To identify common, basic human resources
data that could be reported on by each of the
four core mental health disciplines (psychia-
trists, psychologists, social workers, and
psychiatric nurses).

(2) To prepare a chapter for Mental Health,
United States, 1990 (Dial et al., 1990) that
presented and described these data.

(3) To identify data gaps and plan steps by
which these gaps might be corrected.

(4) To improve survey comparability among the
four core disciplines so that the essential
pool of common core data could be
expanded.

The workgroup has addressed each of these pur-
poses: a common, basic data set was developed and
published in Mental Health, United States, 1998
(Manderscheid and Sonnenschein, 1998); chapters
were developed on human resources for Mental
Health, United States, 1990, 1992, 1996, 1998, and
2000 (Manderscheid and Sonnenschein, 1992, 1996,
Manderschied and Henderson, 1998, 2001); and a
plan was developed to fill data gaps and to improve
data comparability for the professions that provide
mental health services. In addition to the four origi-
nal core disciplines, early in the 1990s, representa-
tives of clinical mental health counseling, marriage
and family therapy, and psychosocial rehabilitation
were added to the workgroup. More recently, repre-
sentatives of school psychology, sociology, and pasto-
ral counseling have been added.

This chapter is designed to update information
in similar chapters from the 1990, 1992, 1996, 1998,
and 2000 Mental Health, United States volumes. It
presents information on the size and characteristics
for 8 of 10 disciplines (specific data are not available
for sociology and only limited data for pastoral
counseling). Results are restricted to those data ele-
ments that are comparable across the disciplines.
Exceptions to this general approach are noted in the

footnotes and in appendix C, and readers are en-
couraged to review this appendix for descriptions of
the survey methodologies used to collect the data re-
ported here. Clearly, a strong need exists in the
mental health field for increased precision and com-
parability of human resources data. Because mental
health is a very labor-intensive field, the preponder-
ance of financial resources is spent in the area of
human resources, so the policy and resource impli-
cations of human resource data are enormous. To
plan adequately for future services, both the public
and private sectors require access to such data. This
chapter is another step along a path that is of poten-
tial benefit to the entire field.

At the outset, it is important to specify the scope
and limitations of the data. The reader needs to be
sensitive to data coverage within and across disci-
plines, as well as over time.

The chapter addresses two types of human re-
sources:

(1) Clinically trained mental health personnel,
who, because of recognized formal training
or experience, could perform direct clinical
mental health care, whether or not they are
currently doing so.

(2) Clinically active mental health personnel
who are currently engaged in the provision
of direct clinical mental health care (a sub-
set of total mental health personnel).

The numbers of clinically trained mental health
personnel and clinically active mental health per-
sonnel are specified only for professionals from the
eight mental health disciplines with specific data.
The reader should note that clinical supervision of
trainees is considered to be a direct clinical activity.
When possible, coverage includes an entire disci-
pline rather than the membership of a professional
association. The analyses for each discipline specify
the scope of coverage. Time frames for the statisti-
cal information vary somewhat from discipline to
discipline. The reader should note the variability
within and across disciplines (see Appendix C). 

Psychiatry

This section describes the current work force in
psychiatry. Demographic and training characteris-
tics, as well as professional activities and settings,
are characterized. Data sources for this section in-
clude the American Medical Association (AMA)
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Physician Characteristics and Distribution in the
United States (2002); the 2000 membership records
of the APA; the 1990–91 through 1998–99 APA an-
nual census of residents (1991, 1995, 1999); the
AMA Graduate Medical Education Database (AMA
GME, 2001); the 1988–89 APA Professional Activi-
ties Survey (PAS); and the 1998 APA National Sur-
vey of Psychiatric Practice (NSPP). 

The AMA Physician Characteristics and Distri-
bution in the United States (2002) contains infor-
mation on all physicians practicing in the United
States who are self-designated or self-identified as
psychiatrists. As a result, the AMA database may
include some physicians with no specialty psychiat-
ric training. In comparison, the APA data, which
supplement the AMA estimates by providing data
not otherwise available, include only APA members
who have completed psychiatric residency or have
board certification. The APA membership database
does not represent the universe of psychiatrists;
however, it represents the majority of psychiatrists
in the United States. 

Demographic and Training 
Characteristics

According to the AMA (2002), the United States
had 40,867 clinically active psychiatrists, including
child and adolescent psychiatrists, in 2000, reflect-
ing a 41 percent increase in the number of psychia-
trists since 1982, a four percent increase since 1996,
and a 0.3 percent increase since 1998 (see table 1).
Table 2 provides data on the basic demographic
characteristics of the clinically trained APA mem-
bers residing in the United States. Approximately
73 percent of the APA members are male and 27
percent female, which is no change from 1999 (CM-
HS, 2000). In 2000, the median age of female and
male APA member psychiatrists was 46 and 55, re-
spectively. Female members who are age 39 or
younger comprise 22 percent, compared with males
39 or younger, who comprise only 10 percent. Ap-
proximately 61 percent of female APA members are
under the age of 50, compared with 35 percent of
male APA members. 

Psychiatrists who are White Non-Hispanic rep-
resent 75 percent of APA members, compared with
82 percent of all persons in the general population.
Individuals of Asian origin represent nearly 11 per-
cent of the APA membership and four percent of the
general population. Hispanics, African-Americans,
and American Indians are underrepresented in the
APA membership compared with their proportion in

the U.S. population. Persons of Hispanic descent ac-
count for four percent of the APA membership and
12 percent of the general population, African-Amer-
icans account for three percent of the APA member-
ship and 13 percent of the general population, and
American Indians account for 0.1 percent of the
APA membership and 0.9 percent of the general
population.

Table 3 reports the number of clinically active,
non-Federal psychiatrists practicing in the United
States and the rate per 100,000 in the population on
the basis of data reported by the AMA (2002). There
are approximately 14 clinically active psychiatrists
per 100,000 individuals in the U.S. population. The
distribution of clinically active psychiatrists, howev-
er, varies across geographic regions, ranging from 6
per 100,000 in Idaho and Mississippi to 28 per
100,000 in New York, 32 per 100,000 in Massachu-
setts, and 57 per 100,000 in the District of
Columbia.

Data presented in table 4 show the aging of the
psychiatric workforce, in which more than 60 per-
cent of the clinically trained psychiatrists completed
their highest professional degree more than 21
years ago; the APA’s 2000 membership data was
used for this analysis. Over the past decade, APA
membership has declined, specifically for younger
psychiatrists. For example, in 1990 psychiatrists
under age 45 constituted 37 percent of the APA
membership, but by 2000 that number had dropped
to 24 percent. Other data also corroborate the aging
of the psychiatric workforce. According to the AMA
(2002), psychiatrists under age 45 constituted
46 percent of the psychiatric workforce in 1990 and
only 32 percent in 2000. Training trends also sug-
gest a gradual decline particularly in the number of
full time and first year residents during the 1990s
(see table 8).

During the 1980s, the number of medical stu-
dents entering psychiatric residencies increased by
almost 25 percent (Dial et al., 1990). However, data
from the APA annual census of residents indicate
that since the 1990s, the number of residents has
remained relatively constant (see table 8). The
2000–2001 data in table 8 indicate a decrease of
about six percent in the total number of residents
since the 1990s; however, it is important to note
that the 2000–2001 training data were derived from
the AMA Graduate Medical Education survey (AMA
GME, a collaborative effort of the AMA and the
APA) rather than the APA’s annual census of resi-
dent which was the source of data on residency
training during the 1990s. The scope of the pro-
grams covered by the current survey conducted by
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Table 1. Changes in supply of clinically trained mental health personnel by discipline and total number of hours worked for specified years

Hours Worked By Discipline 1982 1983 1984 1988 1989 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002

Psychiatry1

35 hours or more
Less than 35 hours (Excluding child 
psychiatry)

25,784 26,476 31,173 32,203 34,088 34,970 35,330

TOTAL (Including child psychiatry) 29,018 29,853 35,249 36,482 39,197 40,352 40,731 40,867
Psychology
35 hours or more 39,955 48,785 57,948 56,224 59,641
Less than 35 hours 4,725 7,745 11,869 16,7942 17,8152

TOTAL 44,680 56,530 69,817 73,0182 77,4562

Social Work
35 hours or more 65,880
Less than 35 hours 15,857
TOTAL 81,737 86,378 88,889 90,303 93,245 96,407

(192,814)3
97,290

(194,580)3

Psychiatric Nursing
35 hours or more 7,703 4,248 11,294 12,920
Less than 35 hours 2,331 1,362 4,036 3,686
TOTAL 10,034 3,4975 5,0335 5,6105 6,8005 15,3306 16,606
Counseling7

35 hours or more 24,864 25,744
Less than 35 hours 83,240 86,187
TOTAL 61,100 96,263 108,104 111,931
Marriage and Family Therapy8

35 hours or more 31,203 29,852 25,346
Less than 35 hours 15,024 14,373 21,765
TOTAL 46,227 44,225 47,111
Psychosocial Rehabilitation
35 hours or more 29,435 84,100
Less than 35 hours 5,655 15,900
TOTAL 20,909 35,000 100,000
School Psychology9

35 hours or more
Less than 35 hours
TOTAL 21,012 21,693 22,214 23,782 24,804 25,870 26,482 31,278
1 The American Medical Association Physician Characteristics and Distribution in the United States (2002) includes physicians who are self-identified as psychiatrists or child psychiatrists. Psychiatric 
residents and inactive psychiatrists have been excluded. Numbers are revised from those reported in Mental Health, United States 1998.
2 These are clinically trained psychologists. Estimates based on trained psychologists reporting hours worked.
3 The number in parentheses is the total clinically trained social workers from a conservative estimate that the 96,407 and 97,290 National Association of Social Workers (NASW) members in 1998 and 
2000, respectively, are only 50 percent of the total social work work force.
4 Estimates for 1984 and 1996 were based on employed nurses with graduate degrees in psychiatric nursing, not on the population of certified nurses. In 1988 it was estimated that there were 10,567 such 
employed nurses; in 1984 the estimate was 10,034. 
5 Excluding 1994, these figures represent all certified specialists in psychiatric-mental health nursing, not just those employed. 
6 A total of 17,318 were trained with 1,988 (11.5 percent) estimated to be nonemployed.
7 Data from National Board for Certified Counselors 1998 State Counseling Board Survey; comparison with similar States; number of National Certified Counselors; with growth rate taken from National 
Certified Counselor Data. Full- and part-time ratios taken from table 5.
8 Data for 2000 are based on a 2000 American Association for Marriage and Family Therapy Practice Research Network Project funded by Center for Substance Abuse Treatment (CSAT). Data were col-
lected from a random sample of AAMFT Clinical members with an 82 percent response rate of eligible therapists. For years prior to 2000, the total was distributed into full- and part-time on data from a 
survey of marriage and family therapists in 15 States by Doherty and Simmons (1995).
9 Source: Thomas (2000).
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Table 2. Percentage of clinically trained mental health personnel,
by discipline, sex, age, and race for specified years

Socio-
demographic 

characteristics

Psychiatry1

2000
Psychology 

20022

Social 
Work 
20003

Psychiatric 
Nursing 

2000

Counseling4

2000

Marriage 
and Family 
Therapy6

2000

Psychosocial 
Rehabili-

tation
1994

School 
Psychology7

2000

Pastoral 
Counseling 

(AAPC 
Members)

20018

Total (N) (26,258) (88,491) (97,290) (18,269) (111,931) (47,111) (9,437) (31,278) (2,812)
Male (N) (19,094) (45,484) (20,431) (1,551) (31,341) (15,641) (3,223) (9,308) (1,920)
Under 35 2.7 2.7 8.5 11.1 1.0 38.4 11.0 0.9
35–39 7.7 5.9 5.5 4.1 4.6 20.1 7.5 2.0
40–44 11.2 9.0 9.5 8.3 9.1 17.7 18.0 4.9
45–49 13.1 16.6 18.3 9.5 21.2 10.7 20.0 12.0
50–54 13.9 22.7 28.1 14.1 28.1 5.5 20.0 15.7
55–59 12.5 16.4 14.9 21.3 16.4 3.6 20.0 20.4
60–64 10.1 8.6 11.9 18.2 9.5 2.3 2.9 16.1
65–69 7.7 5.4 2.7 9.0 5.8 1.2 2.0 11.4
Over 69 21.0 12.8 0.6 4.5 4.5 0.5 0.6 16.7
Unknown 0.1
American Indian/
Alaska Native

0.1 0.3 0.0 0.5 1.3 0.4 0.2 0.2

Asian/Pacific 
Islander

8.4 1.3 1.5 0.7 1.6 2.0 0.6 1.5

Hispanic 4.5 2.1 4.3 1.9 1.8 6.4 1.6 0.4
Black
(not Hispanic)

1.9 1.5 6.4 3.8 1.3 20.8 1.3 2.0

White
(not Hispanic)

75.7 94.7 85.1 80.0 91.5 69.8 95.1 83.8

Not specified 9.4 0.0 2.7 13.1 0.8 0.6 1.2 12.1
Female (N) (7,125) (43,007) (76,859) (16,718) (80,590) (31,470) (6,114) (21,970) (892)
Under 35 6.2 8.7 13.7 1.6 18.2 2.3 44.3 21.0 0.7
35–39 15.9 11.7 8.9 4.4 3.5 5.4 15.5 10.0 2.0
40–44 19.9 13.6 12.1 11.9 9.0 8.2 14.5 17.0 7.5
45–49 19.3 17.9 19.0 22.4 9.5 18.1 10.7 17.0 14.9
50–54 13.5 20.0 19.9 24.6 14.0 22.3 7.4 15.1 20.7
55–59 8.7 13.4 16.8 18.9 18.3 19.6 4.1 14.0 21.7
60–64 5.0 6.0 6.3 10.1 15.9 14.6 2.3 2.7 17.3
65–69 3.0 3.5 2.6 5.945 8.2 5.8 0.8 2.7 0.1
Over 69 8.4 5.2 .7 N/A 3.4 3.5 0.4 0.5 7.3
Not specified 0.1
American Indian/
Alaska Native

0.1 0.3 0.2 0.5 0.5 0.7 N/A 0.3 0.1

Asian/Pacific 
Islander

13.2 1.8 1.1 0.0 0.8 0.8 N/A 0.7 0.8

Hispanic 4.4 2.9 2.6 1.5 2.1 2.1 N/A 1.8 0.6
Black
(not Hispanic)

4.0 2.6 4.2 4.7 4.2 0.2 N/A 2.1 2.0

White
(not Hispanic)

73.6 92.3 89.3 90.2 82.6 93.8 N/A 94.3 83.8

Other 1.4
Not specified 4.7 0.0 2.5 3.0 9.8 2.9 N/A 0.8 12.7
1 American Psychiatric Association membership for 2000 residing in the United States, excluding medical students; psychiatric residents; corresponding 

members and fellows; inactive members, associates, fellows; and honorary and distinguished fellows. The “not specified” race category includes “Other.” 
Gender is not reported for 39 psychiatrists.

2 Source: 2000 American Psychological Association Directory Survey, 2002 Association of State and Provincial Psychology Boards (ASPPB) Directory, and 
2002 Committee for the Advancement of Professional Practice (CAPP) grant application counts. Compiled by the American Psychological Association 
Research Office. Numeration for rate is from later 2001 to early 2002. Earlier numbers for students are derived from 1998 Graduate Study in Psychol-
ogy.

3 Based on National Association of Social Workers Practice Research Network (PRN) Survey (2000b) indicating 21 percent of NASW clinically trained 
members are male. 

4 Data are based on the National Board for Certified Counselors database of National Certified Counselors.
5 Represents psychiatric nurses who are 65 and older.
6 Data based on 2000 American Association for Marriage and Family Therapy PRN project funded by Center for Substance Abuse Treatment (CSAT). 

Data were collected from a random sample of AAMFT clinical members with an 82 percent response rate of eligible participants, as well as from the 
2002 California Association for Marriage and Family Therapy (CAMFT) 2002 Member Practice and Demographic Survey, which was sent to a random 
sample of the 3,900 of the 14,500 Clinical Members of CAMFT and had a 27 percent response rate. The “Hispanic” category was treated as a separate 
question; accordingly, percentages do not sum to zero.

7 Source: Thomas, A. (2000).
8 Data are for the year 2001–2002 and the totals for race ethnicity are 1,939 and 903, respectively, for males and females.



M
en

tal H
ealth

 P
ractition

ers and T
rainees

332

Table 3. Estimated number of clinically active (CA) or clinically trained (CT) mental health personnel and rate
per 100,000 civilian population, by discipline: United States and each region and State for specific year

Region and State

Psychiatry
(2001)1

Psychology  
(2002)2

Social Work  
(2002)3

Psychiatric 
Nursing
(2000)

Counseling
(2002)4

Marriage and 
Family Therapy

(2002)5

Psychosocial 
Rehabilitation

(1996)

School 
Psychology  

(2003)6

# of CT 
Persons

Rate 
per 

100,000 

# of CT 
Persons

Rate 
per 

100,000

# of CA 
Persons

Rate 
per 

100,000

# of CT 
Persons

Rate 
per 

100,000

# of CA 
Persons

Rate 
per 

100,000

# of CA 
Persons

Rate 
per 

100,000

# of CT 
Persons

Rate 
per 

100,000

# of CT 
Persons

Rate 
per 

100,000

United States 38,436 13.7 88,491 31.1 99,341 35.3 18,269 6.5 111,931 49.4 47,111 16.7 100,000 37.7 31,278 11.4

New England 3,749 26.9 7,425 53.0 11,233 80.7 3,043 21.8 7,545 50.3 1,763 12.7 12,200 91.2 2,448 18.0

Connecticut 940 27.6 1,317 38.5 2,471 72.6 1,285 39.2 642 19.9 3,000 91.7 789 24.0

Maine 224 17.6 448 34.8 947 74.3 1,342 107.1 82 6.4 1,000 80.5 249 19.8

Massachusetts 2,024 31.9 4,232 66.3 5,994 94.4 4,227 68.5 852 13.4 4,600 75.2 905 14.6

New Hampshire 197 15.9 527 41.9 621 50.3 267 22.2 65 5.2 1,900 162.1 252 20.6

Rhode Island 208 19.8 447 42.2 822 78.4 98 9.9 71 6.8 700 70.9 160 16.3

Vermont 156 25.6 454 74.1 378 62.1 325 54.8 31 5.1 1,000 169.8 93 15.1

Middle Atlantic 8,759 22.1 19,770 49.7 24,327 61.3 3,632 9.1 39,405 39.5 2,104 5.3 22,400 58.6 5,887 15.3

New Jersey 1,381 16.4 2,577 30.6 5,104 60.7 3,189 39.2 850 10.1 4,100 50.9 1,187 14.5

New York 5,358 28.2 12,068 63.5 14,962 78.9 15,801 86.8 608 3.2 7,700 42.5 3,450 19.0

Pennsylvania 2,020 16.4 5,125 41.7 4,261 34.7 10,415 70.9 646 5.2 10,600 8.2 1,250 10.2

East North Central 4,842 10.7 14,727 32.5 16,793 37.2 3,150 6.9 20,886 45.0 3,356 7.4 10,700 24.4 5,398 12.2

Illinois 1,496 12.0 5,298 42.4 5,005 40.3 1,546 12.7 446 3.6 3,100 26.1 1,821 15.1

Indiana 489 8.0 1,086 17.8 2,075 34.13 757 12.7 1,232 20.3 600 10.2 452 7.5

Michigan 1,119 11.3 4,010 40.1 5,297 53.3 6,163 62.5 968 9.7 3,000 30.7 850 8.9

Ohio 1,133 10.0 3,056 26.9 2,759 24.3 9,775 86.8 201 1.8 3,400 30.4 1,375 12.1

Wisconsin 605 11.3 1,277 23.6 1,657 30.89 2,645 50.4 509 14.9 600 11.6 900 16.9

West North Central 1,833 9.5 6,879 35.6 4,924 25.6 930 4.8 5,590 44.5 1,627 8.4 10,000 53.8 2,343 15.8

Iowa 192 6.6 671 23.0 757 25.8 374 13.0 213 7.2 1,700 59.6 450 33.4

Kansas 326 12.1 580 21.5 954 35.5 305 11.5 190 7.1 1,100 42.4 550 20.6

Minnesota 506 10.3 3,420 68.8 1,110 22.6 622 13.0 720 14.6 2,000 42.7 673 13.9

Missouri 538 9.6 1,600 28.4 1,511 27.0 1,527 27.9 294 5.3 3,400 62.9 240 8.5

Nebraska 155 9.1 309 18.4 331 19.3 1,817 109.1 80 4.7 500 30.2 280 16.4

North Dakota 66 10.3 159 25.1 113 17.6 388 61.2 15 2.3 500 78.0 58 8.8

South Dakota 50 6.6 140 18.6 148 19.6 558 76.1 115 15.2 800 108.4 92 11.8

South Atlantic 6,690 12.9 12,878 24.4 15,348 29.6 3,310 6.3 15,404 39.5 4,469 8.6 18,800 39.0 4,819 9.6

Delaware 94 12.0 303 38.1 271 34.6 630 8.4 20 2.6 200 27.3 102 13.3

District of Columbia 327 57.2 920 160.9 569 99.5 518 99.7 32 5.7 700 132.3 62 11.9

Florida 1,683 10.5 3,500 21.3 3,525 22.1 4,471 29.6 1,920 12.0 5,700 38.9 1,500 9.8

Georgia 825 10.1 1,660 19.8 1,521 18.6 1,764 22.7 574 7.0 1,000 13.4 660 8.4

Maryland 1,315 24.8 2,025 37.7 3,697 69.8 1,610 31.1 227 4.3 6,900 135.5 601 11.4

North Carolina 923 11.5 1,720 21.0 2,151 26.7 1,879 13.0 546 6.8 1,200 16.2 757 9.7

South Carolina 440 11.0 480 11.8 771 19.2 1,725 44.4 256 6.4 500 13.3 475 12.3

Virginia 942 13.3 1,759 24.4 2,476 35.0 1,975 28.7 872 12.3 2,500 37.1 532 7.6

West Virginia 141 7.8 511 28.4 367 20.3 1,400 77.5 22 1.2 100 5.5 130 7.1
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East South Central 1,403 8.2 2,681 15.6 3,080 18.1 1,367 8.0 3,552 21.6 1,248 7.3 2,400 14.7 1,001 5.9

Alabama 315 7.1 609 13.6 657 14.8 1,380 31.6 235 5.3 600 13.9 173 3.9

Kentucky 396 9.8 639 15.7 891 22.0 665 16.8 400 9.9 1,000 25.6 330 8.3

Mississippi 174 6.1 328 11.4 403 14.2 588 21.2 377 13.3 200 7.3 73 2.6

Tennessee 518 9.1 1,105 19.3 1,129 19.8 920 16.8 236 4.1 600 11.2 425 7.5

West South Central 2,684 8.5 4,600 14.4 6,445 20.5 573 1.8 13,118 38.6 3,973 11.3 5,900 19.9 2,363 7.7

Arkansas 184 6.9 377 14.0 479 17.9 664 26.0 120 4.5 800 31.7 135 5.1

Louisiana 497 11.1 485 10.9 1,684 37.7 1,495 34.2 116 2.3 1,200 27.6 354 8.0

Oklahoma 236 6.8 499 14.4 643 18.6 1,587 47.3 535 15.5 300 9.0 225 6.8

Texas 1,767 8.5 3,239 15.2 3,639 17.5 9,373 46.8 3,200 15.3 3,600 18.5 1,649 8.2

Mountain 1,843 10.1 5,263 28.2 5,393 29.7 760 4.1 11,213 84.7 2,061 11.3 3,800 26.3 2,146 12.1

Arizona 493 9.6 1,378 26.0 1,265 24.7 1,834 38.4 336 6.5 1,700 67.4 593 12.4

Colorado 620 14.4 1,964 44.5 1,558 36.2 2,121 52.3 480 11.2 300 7.7 560 13.4

Idaho 76 5.9 243 18.4 364 28.1 887 70.8 43 33.3 0 0.0 143 10.6

Montana 85 9.4 184 20.3 299 33.1 1,916 217.0 14 1.6 200 22.8 195 20.5

Nevada 130 6.5 250 11.9 402 20.1 1,158 64.0 626 31.3 200 11.9 180 9.6

New Mexico 233 12.8 472 25.8 595 32.7 2,875 165.2 64 4.6 900 52.0 195 10.5

Utah 173 7.7 625 27.5 760 34.0 215 5.4 431 19.3 200 9.7 178 8.1

Wyoming 33 6.7 147 29.7 150 30.4 307 64.0 67 13.6 300 62.5 102 19.4

Pacific 6,633 14.7 14,268 31.1 11,798 26.2 1,503 3.3 5,217 31.6 26,512 58.9 13,800 32.2 4,873 11.5

Alaska 60 9.6 198 31.2 311 49.6 397 64.0 50 7.9 0 0.0 150 22.9

California 5,235 15.5 11,280 32.7 7,779 23.0 753 2.3 25,212 74.4 11,300 35.0 3,658 11.2

Hawaii 209 17.2 455 37.2 739 61.0 89 7.5 98 8.1 500 42.1 70 5.6

Oregon 419 12.2 945 27.2 1,227 35.9 1,179 35.5 271 7.9 1,000 30.8 245 7.2

Washington 710 12.0 1,390 23.2 1,742 29.6 2,800 48.6 881 14.9 1,000 17.8 750 12.8
1 For psychiatry, the numerator of the rate is based on clinically active psychiatrists in the private sector and does not include residents or fellows (see AMA, 2002), and the denominator is from the U.S. 
Bureau of the Census (2000).
2 Source: 2000 American Psychological Association Directory Survey, 2002 ASPPB Directory, and 2002 CAPP grant application counts. Compiled by APA Research Office. Numeration for rate is from later 
2001 to early 2002; denominator is residential population of the United States as of July 1, 2001. Source: Table ST-2001EST-01-Time Series of State Population Estimates: April 1, 2000, to July 1, 2001, 
Population Division, U.S. Bureau of the Census. Release Date: December 27, 2001 (see www.census.gov/estimationprogram)
3 Based on National Association of Social Workers’ membership data, Spring 2002 (MSW and DSW regular members). 
4 Data from National Board for Certified Counselors 1998 State Counseling Board Survey; Comparison with similar States; number of National Certified Counselors; with growth rate taken from National 
Certified Counselor data. Data for the denominator of the rate are from U.S. Census 2001 projections.
5 Data for the numerator are based on 2000 American Association for Marriage and Family Therapy (AAMFT) Practice Research Network project funded by the Center for Substance Abuse Treatment. 
Data were collected from a random sample of AAMFT clinical members with an 82 percent response rate of eligible participants, as well as from the 2002 California Association for Marriage and Family 
Therapy (CAMFT) 2002 Member Practice and Demographic Survey, which was sent to a random sample of 3,900 of the 14,500 Clinical Members of CAMFT and had a 27 percent response rate; denomina-
tor is residential population of the United States as of April 1, 2000. Source: Table ST-2001EST-01-Time Series of State Population Estimates: April 1, 2000 to July 1, 2001, Population Division, U.S. 
Bureau of the Census. Release Date: December 27, 2001 (see www.census.gov/estimationprogram)
6 Numerators for rates from Thomas (2000); denominator is based on the residential population of the United States projected to July 1, 2000 (Campbell, 1996).

Table 3. Estimated number of clinically active (CA) or clinically trained (CT) mental health personnel and rate
per 100,000 civilian population, by discipline: United States and each region and State for specific year (Continued)

Region and State

Psychiatry
(2001)1

Psychology  
(2002)2

Social Work  
(2002)3

Psychiatric 
Nursing
(2000)

Counseling
(2002)4

Marriage and 
Family Therapy

(2002)5

Psychosocial 
Rehabilitation

(1996)

School 
Psychology  

(2003)6

# of CT 
Persons

Rate 
per 

100,000 

# of CT 
Persons

Rate 
per 

100,000

# of CA 
Persons

Rate 
per 

100,000

# of CT 
Persons

Rate 
per 

100,000

# of CA 
Persons

Rate 
per 

100,000

# of CA 
Persons

Rate 
per 

100,000

# of CT 
Persons

Rate 
per 

100,000

# of CT 
Persons

Rate 
per 

100,000
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AMA-GME (2001) is restricted to American Council
for Graduate Medical Education (ACGME)-accredit-
ed programs, whereas APA’s annual census of resi-
dents traditionally surveyed ACGME-accredited as
well as non-ACGME-accredited fellowships, such as
consultation-liaison, research, and other postresi-
dency programs. Although the 2000–2001 data dis-
played in table 8 attempted to include data for the
programs not covered by the AMA GME survey
(such as data on consultation-liaison; methodologi-
cal differences across data sources, as well as fac-
tors such as program mergers, closures, and down-
sizing in the late 1990s and nearly 10 percent
decrease in the total number of applicants for resi-
dency training programs in general, which occurred

between 1997 and 2001 (National Resident Match-
ing Program 2003 Match Data) may account for
some of the decline in 2000–2001 numbers in psy-
chiatric residency training. Nonetheless, a steady
increase in the proportion of female residents con-
tinues. In 1998–99, 53 percent of psychiatric resi-
dents were male and 47 percent were female, com-
pared with 56 percent and 43 percent, respectively,
in 1990–91 (one percent missing data). The 2000–
2001 AMA GME data documented that 49 percent
of psychiatric residents were male and 49 percent
were female (two percent missing data). 

Since 1990, there has been a 63 percent increase
in the proportion of International Medical Gradu-
ates (IMGs) entering psychiatric residencies (see

Table 4. Percentage of clinically trained mental health personnel,
by number of years since completion of highest professional degree, for specified years

Discipline

Number of Years Since Completion

(N) 0–2 3–5 6–10 11–15 16–20 21+ Not 
Specific

Psychiatry (2000)1 (26,258) 0.0 0.5 8.4 13.6 12.7 64.1 0.7

Psychology (2002)2 (85,128) 4.2 10.2 16.1 15.3 15.9 33.8 —

Social work (2000)3 (97,290) 1.8 8.6 17.4 16.9 17.2 38.2 —

Psychiatric
nursing (2000)4

(18,269) 14.3 11.6 22.3 13.3 14.9 22.4 1.2

Counseling (2002)5 (111,931) 8.4 12.5 20.6 20.6 13.6 24.4 0.0

Marriage and
family therapy 
(2000)6

(47,111) 0.7 3.4 23.9 19.9 27.1 25.0 —

Psychosocial
rehabilitation 
(1994)

(9,437) 2.3 3.2 16.3 18.9 18.7 40.6 —

School psychology 
(2000)7

(31,278) 6.4 10.7 15.8 12.1 17.1 37.9 —

1 2000 American Psychiatric Association membership residing in the United States, excluding medical students; psychiatric resi-
dents; corresponding members and fellows; inactive members, associates, fellows; and honorary and distinguished fellows.
2 Estimates are for the doctoral-level clinically trained psychologists in the United States in late 2001 and early 2002 reporting 
years. Missing data are excluded.
3 Estimates are based on National Association of Social Workers (NASW) Practice Research Network (PRN) survey, 2000, which 
requested years of experience since completion of first professional degree. The numbers reported reflect slightly different year 
ranges from table 4. The NSAW PRN survey data represent the following ranges: less than 2; 2–4 years; 5–9 years; 10–14 years; 15–
19 years; and 20+ years. Thus, data are not comparable to their disciplines.
4 All subjects have masters or doctoral education in nursing. The data in this table reflect the years since completion of highest nurs-
ing degree; they do not include years since doctoral degrees in non-nursing areas. It should be noted that the highest degree might be 
a doctorate rather than master's degree.
5 Estimates are based on the 2000 National Study of the Professional Counselor with growth
rate taken from National Certified Counselor data. 
6 All data are based on 2000 American Association for Marriage and Family Therapy (AAMFT) PRN project funded by the Center for 
Substance Abuse Treatment. Data were collected from a random sample of AAMFT clinical members with an 82 percent response 
rate of eligible participants.
7 Source: Thomas (2000).
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APA, Census of Residents, 1990 to 1998). The great-
est increase occurred during the early to mid 1990s,
with the proportion of IMGs increasing 92 percent
between 1990 and 1996. In recent years, from 1996
to 2001, this trend appears to have slowed and re-
mained flat. Furthermore, in the past five years, the
proportion of Hispanic and African-American resi-
dents decreased slightly, the proportion of American
Indian residents remained relatively constant, and
the proportion of Asian and White residents has in-
creased slightly. 

Professional Activities

Data from the 1998 APA NSPP indicate that the
majority of psychiatrists (55 percent) continue to
work in more than one setting during the course of a
week, although, according to the 1988 APA PAS,
fewer appear to be doing so than in 1988 (76 per-
cent). Among psychiatrists working full time in the
United States in 1998, 60 percent worked in two or
more settings (table 5), whereas 35 percent of psy-
chiatrists working part time practiced in two or
more settings. By contrast, in 1988, 79 percent of
psychiatrists working full time and 59 percent
working part time did so in two or more settings.
Consequently, the mean number of settings in
which psychiatrists work per week decreased slight-
ly between 1988 and 1998 (from 2.3 to 1.9). Overall,
the mean number of hours psychiatrists work per
week remained unchanged at 48, while the propor-
tion of psychiatrists working full time has increased
from 74 percent to 78 percent in the past 10 years. 

Historically, individual or group private practice
has been the primary work setting for the greatest
number of psychiatrists, but substantial changes in
the health care delivery system may have resulted
in a decline in the proportion of psychiatrists prima-
rily working in these settings. Between 1982 and
1988, the proportion of psychiatrists reporting pri-
vate (individual or group) practice as their primary
work activity decreased from 58 percent to 45 per-
cent (Dorwart et al., 1992). By 1998, this figure had
increased to 50 percent (table 6). However, in 1998,
active psychiatrists reported spending less than
half their patient care time in either an individual
or group practice (1998 APA NSPP).

The shift away from individual/group private
practice may be due in part to the diverse employ-
ment opportunities for psychiatrists created by the
evolution of private psychiatric hospitals, general
hospital psychiatric units, and organizations pro-
viding outpatient mental health care (Olfson, Pin-

cus, and Dial, 1994). Of active psychiatrists re-
sponding to the 1998 APA NSPP, 21 percent
reported working in a hospital as their primary
work setting (10 percent general, six percent public
psychiatric, and four percent private psychiatric)—
which is down from 1988 (28 percent). However, the
number of psychiatrists working in outpatient clin-
ics increased in that period: 21 percent of psychia-
trists in 1998 reported outpatient clinics as their
primary work setting (see table 6), compared with
10 percent in 1988. Furthermore, in 1998, psychia-
trists reported that nearly one-quarter (22 percent)
of psychiatric patient care time was spent either in
a general or psychiatric hospital and 21 percent of
psychiatric patient care time was spent in outpa-
tient facilities, including private, public, and HMO
clinics.

In addition to working in more than one setting,
psychiatrists usually are involved in more than one
work activity (see table 7). As shown in table 7, in
1998, 96 percent of psychiatrists were involved in
patient care, 90 percent in administration, and 20
percent in research. Psychiatrists spent a mean
number of 28 hours per week in direct patient care
in 1998, 4.9 fewer hours (a 15 percent reduction)
than in 1988. In addition, psychiatrists appear to
have spent more time in administrative activities in
1998 (11 hours per week) than in 1988 (5.8 hours
per week). However, because the 1988 PAS did not
distinguish between administrative activities relat-
ed to patient care and those that were not, as was
done with the 1998 NSPP, and because in 1998 most
of the administrative activities hours were directly
related to patient care (e.g., maintaining medical
records), the differences observed may be in part an
artifact of differences in survey instrumentation.
Also, the decrease in direct patient care hours and
increase in administrative hours during this period
may be due to changes in the organization and fi-
nancing of the Nation’s health care system.

Conclusion

Over the past two decades, the number of clini-
cally trained psychiatrists has increased; however,
the rate of growth in clinically trained psychiatrists
has decreased. The number of female psychiatrists
entering the field has increased, and the median
age of psychiatrists has remained unchanged since
1998 (CMHS, 2000; West et al. 2001). Furthermore,
the number of psychiatric residents has remained
relatively constant during the 1990s. There has,
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however, been significant growth in the number of
IMGs entering psychiatric residencies, although
this trend may be subsiding.

One major change over the past decade has
been the significant decrease in time psychiatrists
are spending in direct patient care, with more of
their time being devoted to administrative activi-
ties. This change is of particular concern, given its
impact in decreasing the available psychiatric work-
force for direct patient care, especially in light of the
increased demand for psychiatric services. The av-
erage psychiatrist works in more than one setting.
In the past 20 years, individual/group private prac-
tice and hospitals have declined as the primary
work settings for psychiatrists. The number of psy-
chiatrists working in organized care settings, on the
other hand, has increased. Psychiatrists continue to
be involved in many types of work activities, includ-
ing direct patient care, research, administration,
and teaching (Zarin, Pincus, et al., 1998).

Research has demonstrated that psychiatrists
treat a more severe and complex patient population

than other mental health providers (Olfson and Pin-
cus, 1996; Pincus et al., 1999). Analyses of the Na-
tional Medical Expenditure Survey data indicate
that compared with psychologists, psychiatrists
tend to see a larger proportion of persons who are
socially disadvantaged, who report that their health
interferes with their work, and who have higher uti-
lization of nonhospital outpatient mental health
care. In addition, psychiatrists provided significant-
ly more visits than psychologists for schizophrenia,
bipolar disorder, substance abuse, and depression,
but fewer visits for anxiety disorders and isolated
symptoms. Data on specific psychiatric patient pop-
ulations have also highlighted key differences in the
patients treated by psychiatrists compared with
those treated by other mental health providers
(Zarin, Suarez, et al., 1998).

As the U.S. health delivery system evolves and
the demand for psychiatric services rises, it will be
increasingly important to track and understand the
characteristics of psychiatric workforce as well as
the populations served. 

Table 5. Percentage of clinically trained mental health personnel, by discipline,
employment status, and number of employment settings for specified years

Employment 
Setting

Discipline and Year

Psychiatry1

1998
Psychology2 

2002

Social 
Work3 
2000

Psychiatric 
Nursing

2000

Counseling4 
2002

Marriage/
Family 

Therapy5

1999

Psycho-
Social 
Rehab. 

1994

School 
Psychology

20006

Full time (N) (740) (50,308) (49,618) (12,920) (25,744) (25,346) (26,611)

One setting 40.0 49.8 64.6 80.0 70.3 77.5 94.0

Two or more 
settings

60.0 50.2 35.4 20.0 29.2 22.5 N/A

Part time (N) (160) (16,062) (23,350) (3,686) (86,187) (21,765) (4,667)

One setting 65.3 66.3 76.2 65.0 81.8 54.8 38.1

Two or more 
settings

34.7 33.7 23.8 35.0 17.7 45.2 61.9

1 Respondents to the 1998 American Psychiatric Association National Survey of Psychiatric Practice currently active in psychiatry (N 
= 976);76 psychiatrists had missing information on employment status. Full time is defined as 35 or more hours per week.
2 Total is based on an estimate of the clinically active psychologists. Percentages are derived from proportions in the APA Directory 
Survey.
3 Data based on National Association of Social Workers (NASW) PRN survey, 2000; 25 percent of regular members reported a combi-
nation of full-time and part-time employment, and data from these members are not included in this chart.
4 Data based on National Board for Certified Counselors (NBCC) National Study of the Professional Counselors (2000). Full time is 
defined as 35 or more hours per week.
5 Data based on 2000 American Association for Marriage and Family Therapy (AAMFT) PRN project funded by Center for Substance 
Abuse Treatment. Data were collected from a random sample of AAMFT clinical members with an 82 percent response rate of eligible 
participants. The total of 44,225 marriage and family therapists reporting settings was distributed into employment settings based 
on data from a survey of marriage and family therapists in 15 States by Doherty and Simmons (1995).
6 Source: Thomas (2000). 
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Table 6. Percentage of clinically trained mental health personnel, by discipline
and primary and secondary employment setting for specified years

Employment 
Setting

Discipline and Year

Psychiatry1

1998
Psychology2 

2002

Social 
Work 
20003

Psychiatric 
Nursing

2000

Counseling4 
2002

Marriage/
Family 

Therapy5

2000

Psycho-
Social 
Rehab. 

1994

School 
Psychology

2000

Primary 
employment 
setting (N)

(931) (66,370) (86,831) (16,606) (111,931) (47,111) N/A (31,278)

Hospital 21.0 9.0 7.9 32.7 3.7 7.2 0.0

Mental  health               
setting 

10.0 3.0 3.9 9.9 3.3 6.9

Other health 
setting

10.7 6.0 4.0 22.8 0.4 0.3

Clinic 20.9 6.0 23.0 18.1 22.5 23.9 2.1

Mental  health               
setting 

N/A 17.6 11.7 18.7 22.0 2.1

Other health 
setting

N/A  5.3 6.4 3.8 1.9 0.0

Academic
setting

1.0 17.0 13.0 24.4 33.4 9.7 87.2

University/
college

N/A 13.0   5.4 19.0 13.6 5.7 5.2

Elementary/
secondary 
schools

N/A 4.0   7.6 5.4 19.8 4.0 82.6

Individual prac-
tice

37.0 38.0 18.5 5.8 15.1 34.9 3.982.6

Group practice 13.1 12.0 6.7 4.8 5.0 11.0 3.9

Nursing home 1.3 1.0 2.3 0.08 0.4 1.3

Social service 
agency

N/A 14.5 3.9 11.0 0.0

Other/not 
specified

5.9** 16.0 14.1 14.0 16.0 1.0 3.2

Secondary 
employment 
setting (N)

(508) (30,935) (37,067) N/A (26,304) (11,307) N/A N/A

Hospital 36.9 6.0 5.1 6.3 17.1

Mental  health               
setting 

15.1 1.0 1.5 5.0 14.3

Other health 
setting

21.8 5.0 3.7 1.3 2.8

Clinic 20.3* 4.0 20.7 16.9 17.1

Mental  health               
setting 

N/A — 12.9 11.3 17.1

Other health 
setting

N/A —   7.3 5.6 0.0

Academic 
setting

1.3 23.0 9.4 25.0 8.6

University/
college

N/A 20.0 6.1 12.5 8.6
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Elementary/
secondary 
schools

N/A 3.0 3.3 12.5 0.0

Individual prac-
tice

18.0 28.0 27.1 21.6 28.5

Group practice 6.4 8.0 7.6 10.0 12.8

Nursing home 6.3 2.0 2.8 0.6 1.4

Social service 
agency

N/A — 11.9 3.8 8.6

Other/
not specified

10.8** 29.0 15.9 15.6 5.7

Note: cell numbers may not equal total numbers and percentages may not equal 100 because of rounding.
* includes HMO clinics. 
** includes correctional facilities.

1 Respondents to the 1998 American Psychiatric Association (APA) NSPP who are currently active in psychiatry (N = 976); 45 psychi-
atrists had missing information on primary employment setting. The primary and secondary settings were identified on the basis of 
the proportion of patient care time spent in different settings. 
2 Total represents clinically active psychologists
3 Source:  National Association of Social Workers (NASW) Practice Research Network (PRN) survey (2000b). Response categories from 
the PRN survey were collapsed into the Center for Mental Health Services (CMHS) required categories; those response categories 
that did not fit the required CMHS categories were included under “other/not specified.”  
4 Estimates are based on the 2000 National Study of the Professional Counselor with growth rate taken from National Certified Coun-
selor data. 
5 Data are based on 2000 American Association for Marriage and Family Therapy PRN project funded by CSAT. Data were collected 
from a random sample of AAMFT clinical members with an 82 percent response rate of eligible participants.

Table 6. Percentage of clinically trained mental health personnel, by discipline
and primary and secondary employment setting for specified years (Continued)

Employment 
Setting

Discipline and Year

Psychiatry1

1998
Psychology2 

2002

Social 
Work 
20003

Psychiatric 
Nursing

2000

Counseling4 
2002

Marriage/
Family 

Therapy5

2000

Psycho-
Social 
Rehab. 

1994

School 
Psychology

2000
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Psychology

Prior to World War II, psychologists were pri-
marily employed in traditional academic settings. A
small proportion actively engaged in mental health
service delivery worked outside universities. This
picture began to change in the mid-1970s, with stat-
utory recognition of the profession by State regula-
tory agencies (DeLeon et al., 1984). In 1975, the
United States had an estimated 20,000 licensed
psychologists. This number doubled to 46,000 by
1986, and to at least 88,500 by 2002 (see table 1).

Coupled with the dramatic growth in the num-
ber of practitioners was a significant increase in the
role of psychologists as direct mental health service
providers. Today psychologists are involved in every
type of mental health setting, including those that
are research or treatment oriented and general pri-
mary health care or specialty focused (e.g., sports
and other injuries, elderly, seriously mentally ill).
Given this more diversified workplace, the roles of
psychologists also have diversified and become more
complex. In addition to the assessment and treat-

ment of individual clients, psychologists now are in-
volved in prevention, intervention at the community
level, assessment of service delivery systems (out-
comes), and client advocacy. 

Demographic and Training 
Characteristics

The past two decades have been ones of growth
for doctoral-level psychologists who were trained in
specialties that focused on the provision of mental
health services. As noted above, in 1983, Stapp and
colleagues (1985) estimated the number of doctoral-
level psychologists at 44,600. By 2002 that number
had almost doubled to approximately 88,500. This
growth was fueled early on by a surge in degree pro-
duction. The number of new doctorates awarded in
the practice specialties in psychology rose from
1,571 in 1979 to nearly 2,400 in 1989 and was about
3,034 in 2000 (Hoffer et al., 2001; Pion, 1991; Syver-
son, 1980; Thurgood and Weinman, 1990). The
training system also has expanded during the past

Table 7. Percentage of clinically trained mental health personnel involved
in each type of work activity, by discipline, for specified years1

Type
of Work

Discipline and Year

Psychiatry
1998

Psychology3 
2002

Social 
Work4 
2000

Psychiatric 
Nursing

2000

Counseling5 
2002

Marriage/
Family 

Therapy6

1999

Psycho-
Social 
Rehab. 

1994

School 
Psychology

20007

(N) (935)2 (38,228) (97,290) (16,606) (111,931) (44.225) N/A N/A

Patient care/
direct service

95.7 89.4 71.8 78.68 73.4 88.4 96.1 82.5

Research 19.7 24.2 0.7 23.8 0.4 16.5 N/A 2.0

Teaching N/A 38.9 4.6 42.1 10.8 46.7 N/A 5.2

Administration 90.0 34.4 17.3 54.9 7.9 56.0 10.1 4.3

Other activities 87.3 39.3 5.5 58.69 7.5 34.1 N/A 6.0
1 Percentages will not sum to 100 because clinically trained or clinically active mental health personnel can be involved in more than 
one type of work activity.
2 Respondents to the 1998 American Psychiatric Association (APA) NSPP who are currently active in psychiatry is 976; however,
41 psychiatrists did not provide information on type of work activity.
3 Source: 2000 American Psychological Association Directory Survey that was compiled by APA Research Office. Because 50,263 
members did not specify work activities, percentages are based on the 38,228 members who responded. 
4 Source: National Association of Social Workers (NASW) PRN survey, 2000, which requested the principal role in the primary area of 
practice; thus, data are not comparable to other disciplines.
5 Estimates are based on the 2000 National Study of the Professional Counselor with growth rate taken from National Certified 
Counselor data. 
6 The total represents active marriage and family therapists and was distributed into type of work activity on the basis of data from a 
survey of marriage and family therapists in 15 States by Doherty and Simmons (1995).
7 Data are from Thomas (2000) and replace earlier data.
8 Includes staff supervision.
9 Mainly consultation as other activity.
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two decades with a doubling in the number of doc-
toral psychology programs in clinical, counseling,
and school psychology accredited by the American
Psychological Association. There were 134 such doc-
toral programs in 1979, 234 in 1989, and 353 in
2002. These counts do not include the programs
that do not seek accreditation by the Association
but do award doctoral-level degrees in psychology,
which further expand the ranks of the clinically
trained. The total number of graduate students en-
rolled in accredited doctoral programs has risen
from 14,586 in 1984–85 to at least 18,200 in 2001–
2002 (data tables compiled by American Psychologi-
cal Association (APA) Research Office from 2003 in-
formation). However, numbers of enrollees have de-
clined slightly in the past six years or so. 

Despite this growth in the number of psycholo-
gists trained to provide direct services, these servic-
es continue to be relatively inaccessible in many ar-
eas of the country, and shortages of mental health
personnel exist for certain target populations. These
populations include seriously emotionally dis-
turbed children and adolescents, adults with seri-
ous mental disorders, rural residents with mental
health needs, and the elderly, to name a few. 

Table 2 presents basic information on the demo-
graphic characteristics of psychologists who could
provide mental health services (the clinically
trained pool). In many ways this group reflects the
changing demographic characteristics of psycholo-
gists as a whole. For example, women made up al-
most 49 percent of all clinically trained psycholo-
gists in 2002 (table 2)—up from 38 percent in 1989
(Dial et al., 1990). This growth is not surprising giv-
en that the participation of women in psychology as
a whole has grown significantly over the past two
decades (Pion et al., 1996). In 2000, almost 67 per-
cent of all doctorates in psychology were awarded to
women, compared with 49 percent in 1985 and 32
percent in 1975 (Henderson, 1996; NORC, 2002).
The representation of women among new doctorates
in clinical psychology was even higher than among
new doctorates in psychology as a whole, at 73 per-
cent, and in 2000, women accounted for 71 percent
of all full-time graduate students in doctorate-
granting departments of psychology (Coyle, 1986;
Gilford, 1976; Hoffer et al., 2001). 

Although psychology attracts a greater percent-
age of racial and ethnic minorities than many other
disciplines, their representation remains relatively
small at 6.6 percent. This figure is lower than their
representation in the U.S. adult population (at least
25 percent in 2002). As reported by the National
Science Foundation (NSF), the proportion of doctor-

ates in science and engineering fields earned by ra-
cial and ethnic minorities was 19 percent in 2000
(Hoffer et al., 2001). As table 2 indicates, the popu-
lation of clinically trained women is slightly more
racially and ethnically diverse than that of men.
The pool of clinically trained psychologists, like psy-
chiatrists, continues to age. The median age in 2002
was 51.0, compared with 44.2 in 1989. Similarly, the
median years since receiving the doctorate in-
creased from 12 years in 1989 to 17 years in 2002
(analyses are drawn from the APA membership pro-
files as well as table 2 and table 4). Results reveal
that women are slightly younger than men and
have earned their doctorates more recently. In 2002,
the median age for women was 49, whereas the
figure for men was 53; the median number of years
since receiving the doctorate was 13 years for wom-
en and 21 for men. These findings are to be expect-
ed, given the trends in degree production noted
earlier. 

Professional Activities

Table 1 indicates that most of the psychologists
who are actively providing services are working full
time (almost 76 percent), and table 6 shows that
just over half are doing so by a combination of two
or more positions. It is more common for those who
are working part time to be occupying one position.

The primary and secondary employment set-
tings of active health service providers in psycholo-
gy are presented in table 6. Half of the health ser-
vice providers indicated that their primary setting
was independent practice, with most having a solo
practice (38 percent) rather than working in a group
or medical/psychological group setting. The next
most frequent setting, a far second, was the aca-
demic setting, including university/college counsel-
ing centers (13 percent), followed by nonpsychiatric
hospitals (six percent), clinics (four percent), ele-
mentary and secondary schools (four percent), and
mental health hospitals (three percent). About 16
percent were employed in other settings, such as
government or business.

Forty-six percent, or about 30,935, of all clini-
cally active psychologists worked in more than one
setting in 2002 (see table 6). Again, the most fre-
quent setting was independent practice (individual
and group) at 36 percent, followed by academic and
other settings (23 and 29 percent, respectively).
Much smaller percentages worked in other settings.

Table 7 reveals that almost 90 percent of those
who are trained to provide direct services do, in fact,
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report this as an activity in which they are involved.
But the table also demonstrates the wide variety of
activities reported by clinically trained psycholo-
gists. About one-fourth conduct research; almost 39
percent provide some type of education (usually in
higher education); more than one-third reported
managerial or administrative responsibilities; and
about 39 percent mentioned other employment ac-
tivities (such as publishing or writing) not captured
by these categories. 

Social Work

The primary mission of the social work profes-
sion is to enhance human well-being and help meet
the basic human needs of all people, with particular
attention to the needs and empowerment of people
who are vulnerable, oppressed, and living in pover-
ty. A historic and defining feature of social work is
the profession’s focus on individual well-being in a
social context and the well-being of society. Funda-
mental to social work is attention to the environ-
mental forces that create, contribute to, and address
problems in living (NASW, 2000c, p. 1). 

Founded on these core principles, social work
evolved as a profession in the midst of the rampant
social poverty during the tide of industrialization,
urbanization, and immigration in the late 19th cen-
tury. Three movements formed the basis of the pro-
fession: the charitable organizations, the settlement
houses, and the societies founded to address child
welfare issues at that time. The charitable organi-
zation movement, however, is credited as the origi-
nator of the social work profession—with its ambi-
tious and organized goals to provide assistance, as
well as understanding and solutions, to widespread
poverty and family disruption (Popple, 1995).

By the end of the 19th century, the complexity of
the social problems clearly demanded professionals
with more formal training grounded in science. In
1898, the first classes in social work were offered at
Columbia University in New York City. Today, there
are more than 200 accredited graduate social work
programs (master of social work [MSW] or doctoral)
as well as 430 accredited undergraduate social work
programs (Lennon, 2001). Rigorous education stan-
dards at the bachelor’s, master’s, and doctoral levels
ensure that social workers are prepared for profes-
sional practice through formal course work com-
bined with fieldwork from an accredited social work
degree program, professional supervision, adher-
ence to the NASW professional Code of Ethics
(2000a), and licensure or certification at the State

level. In addition, the NASW offers professional
practice credentials and standards as well as spe-
cialty certifications in case management; school so-
cial work; and counseling for alcohol, tobacco, and
other drugs.

In the early 1900s, the profession gained in-
creasing credibility and integration into the work-
place. By 1905, Massachusetts General Hospital in
Boston had established a hospital-based social ser-
vices department, followed in 1906 by a division
designated to serve patients struggling with mental
illness. In that same year, school social workers
were introduced into the public school system. Sev-
eral years later, the U.S. Children’s Bureau was cre-
ated (1912), and by 1926, the U.S. Veteran’s Bureau
was hiring social workers in the hospitals (Popple,
1995). These early developments mirrored the con-
tinuing diversity of social work practice settings
and skills.

In the decade following the Great Depression,
the number of social work positions doubled from
40,000 to 80,000 as social services expanded in the
pubic sector to address financial assistance, public
health, and child welfare issues (Popple, 1995).
Jane Addams, known for her leadership roles in the
settlement house and peace movements, was
awarded the Nobel Peace Prize in 1931 (Quam,
1995). Frances Perkins, a social worker and Secre-
tary of Labor under President Franklin D.
Roosevelt, was instrumental in the development of
the New Deal Legislation in the 1940s. During her
tenure as Secretary of Labor, she advocated for im-
proved workers’ conditions, including minimum
wages, maximum hours, child labor legislation, and
unemployment compensation (Quam, 1995). As the
Depression drew to an end, social workers could be
found providing services in both the public and pri-
vate sectors. The 1960s brought a renewed commit-
ment to public welfare as society again focused on
issues of poverty. During that decade, the profes-
sion’s historical commitment to social welfare issues
continued and the scope of practice expanded to in-
clude not only casework and counseling, but also
policy, planning, program administration, and
research.

Today, social workers are employed in a wide
range of settings, serving as therapists, administra-
tors, advocates, case managers, consultants, re-
searchers, policymakers, teachers, and supervisors.
Social workers use their skills and knowledge to
provide social services and counseling; increase the
capacity and problem-solving skills of clients, family
members, and communities; connect people to re-
sources; and influence social policies (Barker, 1999).
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Clinical social work is identified as one of the five
core mental health professions by the National In-
stitute of Mental Health (NIMH) and the Health
Research and Services Administration (HRSA). In
addition, all 50 States regulate the profession of so-
cial work through licensure, certification, or regis-
tration, as well as through the use of professional
titles.

NASW is the largest professional association of
social workers. Formed in 1957 through the merger
of seven affiliated social work organizations, it now
serves 150,000 members in the United States and
abroad. NASW seeks to advance the profession of
social work as well as to enhance the effective func-
tioning and well-being of individuals, families, and
communities through its work and its advocacy.

Demographic and Training 
Characteristics

The number of clinically trained social workers
continues to grow as the largest professional group
of mental health and therapy services providers. Ac-
cording to NASW membership data, there were
97,290 clinically trained social workers in 2000, a
nearly 20 percent increase since 1989 (see table 1).
Since 1989–90, there has been a steady increase in
the number of MSW degrees awarded—nearly 50
percent. The number of doctoral degrees awarded
since 1989–90 has fluctuated. The 1998–99 num-
bers reflect an eight percent increase in doctoral de-
grees awarded since 1989–90. Clinically trained so-
cial workers or those with master’s degrees are
qualified to provide a wide range of social work ser-
vices—therapy, case management, advocacy, educa-
tion, teaching—and are eligible for licensure or reg-
istration in every State. According to the recent
NASW (2000b) Practice Research Network (PRN)
survey, 93 percent of all regular NASW members
(bachelor’s, master’s, or doctorate in social work)
hold some form of State social work license, certifi-
cation, or registration. Formal training in social
work occurs primarily in accredited undergraduate
programs that offer baccalaureate social work pro-
grams (BSW) or in accredited professional schools of
social work offering MSW, DSW, Ph.D., or other doc-
toral programs (Barker, 1999). Training entails a
combination of formal course work and direct super-
vised work with clients. For the purposes of this sec-
tion, clinically trained social workers were defined
as those holding a master’s or doctoral degree from
an accredited graduate-level social work program.
The numbers in parentheses reflect a conservative

estimate of the number of clinically trained social
workers in the United States, because not all clini-
cally trained social workers are members of NASW.
We arrived at this estimate by doubling the original
NASW figure to account for the 50 percent or more
of social workers who are not NASW members. Ta-
bles 2 through 7 present data on clinically trained
social workers who are members of NASW and may
not fully represent the total number of social work-
ers in the United States.

The data for this section and its tables were
drawn from membership information and informed
by the NASW PRN survey (2000b). Conducted in
the spring of 2000, the NASW PRN survey captured
demographic and practice data from a random sam-
ple of 2,000 regular members. On the basis of the
sampling techniques and the high rate of response
(81 percent), which minimized potential for selectiv-
ity and nonresponse bias, these results are highly
representative of the membership.

The social work field continues to be predomi-
nantly White (88 percent) and female (79 percent;
see table 2). The schools of social work report a sim-
ilar gender distribution for MSW enrollees and de-
gree recipients in 1997–98, averaging about 84 per-
cent female and 16 percent male (Lennon, 2001).
There has been a slight increase in the percentage
of clinically trained social workers who are people of
color, from eight percent in 1998 to 11 percent in
2000 (table 2). However, nearly one-fourth (24.2 per-
cent) of students awarded MSW degrees in 1998–99
were people of color (Lennon, 2001). This figure is
more consistent with the 2000 U.S. Census findings
that people of color represent 25 percent of the U.S.
population. Thus, the percentages in table 2 may
underrepresent the ethnic/racial diversity among
social workers. Both the schools of social work data
and NASW data indicate that the majority of people
of color among social workers (about five percent)
are African-Americans. Given the ethnic and racial
diversity of the U.S. population, culturally compe-
tent practice is a critical model/focus for social work
practice (NASW, 2001), as is the recruitment and re-
tention of people of color within the profession.

Table 3 shows both the geographic distribution
of social workers and the concentration of social
workers by region and State. Consistent with earli-
er findings, New York and California have the high-
est numbers of social workers, 14,962 and 7,779, re-
spectively. In fact, New York has seen a 10 percent
increase since 1998. On average, there are 35.3 so-
cial workers for every 100,000 people. Yet table 3 al-
so shows the wide variance in the concentration
across the United States, ranging from nearly 100



Section VI: National Mental Health Statistics

343

social workers per 100,000 citizens in the District of
Columbia to just under 18 per 100,000 in Arkansas.
In fact, 11 States have fewer than 20 social workers
per 100,000 people—Georgia, South Carolina,
North Dakota, Nebraska, South Dakota, Alabama,
Mississippi, Tennessee, Arkansas, Oklahoma, and
Texas—all States with significant rural popula-
tions. California averages 23 social workers per
100,000—a relatively low ratio. In the past year, the
NASW News has reported on significant social
worker shortages in States such as California, as
well as in areas of practice such as gerontology and
child welfare (NASW, 2001; O’Grady, 2002; O’Neill,
2001, 2002), and the shortage of social workers and
other mental health professionals in rural areas has
been widely noted. Conversely, Washington, DC,
Massachusetts, New York, Rhode Island, Maine,
and Connecticut all report high concentrations of
social workers—ranging from 73 to 100 per 100,000
people.

Clinical social workers, as reflected by NASW
membership, is highly experienced. Nearly three-
quarters (72 percent) of social workers have 10 or
more years of experience since completion of their
first degree, with a significant number (38 percent)
having 20 or more years of experience. Slightly
more than 10 percent of members had 4 years or
less of experience. Data for table 4 were drawn from
the PRN survey (NASW 2000b), which captures dif-
ferent interval levels based on completion of the
first professional degree, and thus are not compara-
ble to other disciplines or earlier years. The Council
on Social Work Education reports a steady influx of
newly degreed professionals into the field, although
after 10 years of increasing enrollments, the num-
ber of students enrolled in MSW degree programs
was fairly constant between 1996–97 and 1998–99
(see table 8). Although it appears that newly de-
greed social workers are less likely to join NASW as
regular members, given that less than two percent
of members had less than two years of experience,
some may take advantage of transitional member-
ship categories for newly degreed social workers,
which could influence that small number. The ex-
tent to which workforce retention/loss issues may
influence this number is not clear. 

Professional Activities

The majority of social workers are employed in
either full time (51 percent) or in a combination of
full-time and part-time employment (25 percent).
Just under one-fourth of social workers report part-

time employment only. Table 5 does not include data
on the number of employment settings for social
workers because the NASW PRN (2000b) survey did
not capture those data.

The steady decline continued for social workers
whose primary practice setting is in a hospital set-
ting. In 2000, 7.9 percent reported a hospital setting
as their primary place of employment (see table 6),
compared with 11.3 percent in 1998 and nearly 20
percent in 1996. This comes as no surprise, given
the changes in health care settings throughout the
1990s, with the advent of managed care, dissolution
of hospital social work departments, and influx of
other professionals providing case management and
care coordination services. There was, however, a
noticeable increase in the number of social workers
employed in hospital settings as their secondary
employment—from 2.9 percent in 1996 to five
percent.

Outpatient mental health is the predominant
employment setting for social workers, whether as
independent practitioners or employees in outpa-
tient mental health clinics. Slightly more than 18
percent of social workers identified independent
practice as their primary employment setting, a
nominal increase since 1998. Clinics continued to be
the primary employment setting for social workers,
with an overall rate (23 percent) only slightly high-
er than in 1998. However, the majority in this cate-
gory worked specifically in mental health clinics
(17.6 percent). Individual practice remains the pre-
dominant setting for secondary employment (28
percent), despite a significant decline from 1998 (22
percent). Nearly 21 percent held secondary employ-
ment in an outpatient clinic, again, primarily in
mental health (12.9 percent).

The largest increases since 1998 for secondary
employment were in social service agencies—from
4.7 percent to 11.9 percent. A large percentage
(15.9) identified “other” settings for secondary em-
ployment. This category reflects not only those who
checked “other” or did not specify but also those em-
ployed in employee assistance programs, govern-
ment or military agencies, managed care settings,
and criminal justice settings. The NASW PRN sur-
vey (2000b) indicates that nearly six percent were
employed primarily by government or military
agencies.

As table 7 shows, direct service is still the pri-
mary work activity for clinical social workers; near-
ly 72 percent identified patient care/direct service
as their principal role in their primary area of prac-
tice. Administration was the second highest area at
17.3 percent. Teaching and research represent
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Table 8. Number of trainees by discipline for selected academic years, United States, 1984–2002

Number of Trainees 1984–85 1989–90 1994–95 1995–96 1996–97 1997–98 1998–99 1999–00 2000–01 2001–02

Psychiatry1

Total 5,312 6,072 6,089 6,076 6,076 5,714
Full time N/A 6,011 6,034 6,015 5,914 5,663
Part time N/A 61 55 61 135 43

First year full time 843 1,178 1,277 1,214 1,033 1,305
Residencies completed 1,295 1,371 1,442 1,296 N/A N/A

Psychology2,3,4,5

Total 14,586 16,853 28,782 23,088 20,631
Full time 11,260 13,372 24,916 21,056 18,200
Part time 3,326 3,481 3,866 2,032 2,431

First year full time N/A 2,335 7,365 4,466 4,249
Doctorates awarded 1,968 2,358 2,671 3,771 3,121

Social Work6

Juniors and seniors in B.A. program 
full time

14,581 17,688 24,536 27,015 24,475

Master’s degree students
Total 21,999 27,430 33,212 35,338 35,539

Full time 14,055 17,475 21,622 22,718 22,315
Part time 7,944 9,955 11,590 12,620 13,219

Doctoral students
Total 1,430 1,794 2,097 2,087 1,953

Full time 702 838 1,102 1,134 1,126
Part time 728 956 995 953 827

Degrees awarded
BSW 6,347 7,250 10,511 12,356 12,798
MSW 8,798 10,063 12,856 14,484 15,061
DSW 181 247 294 258 267

Psychiatric Nursing
Total 1,9347,8 1,853 1,674 1,401 1,274 1,15310

Full time 677 439 364 458 419
Part time 1,257 1,235 1,037 816 734

Degrees awarded/training completed 771 643 568 4439 426 439
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Counseling11

Total 29,906 20,637
       Master’s degree students 28,270 19,576
       Doctoral students 1,636 1,061

Marriage and Family Therapy12

Students in COA programs 1,277 1,582
Students in non-COA MFT programs 5,499
Student members 4,084
Associate members 1,792
Interns in California (CA) 8,377
Students in CA (extrapolated from nine 
programs)

11,632

Total 6,776 9,277 27,467
Students in COAMFTE-accredited 
programs9

Master’s degree students 971 7,696
Doctoral degree students 159 741
Postgraduate students 147 840
Students in other accredited 
programs
Predegree students 3,369
Postdegree supervision students 2,130
Supervision students N/A

School Psychology
Total 4,404 8,123

New practitioners in field
(minimum specialist degree)

1,800 1,897

Table 8. Number of trainees by discipline for selected academic years, United States, 1984–2002 (Continued)

Number of Trainees 1984–85 1989–90 1994–95 1995–96 1996–97 1997–98 1998–99 1999–00 2000–01 2001–02
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Pastoral Counseling (AAPC Training Centers)
Total 961 1,069

Full time 133 157
Part time 299 305
First year full time 42 51

Residencies completed 5 4
Degrees awarded 78 63
Training completed 11 21
Masters degree students 303 331
Doctoral students 96 98
Postgraduate students 12 22
New practitioners in field 2 17
1 The 1984 to 1998 data for psychiatry are based on American Psychiatric Association’s (APA’s) annual census of residents; for 1998 to 1999, data are based on a 95 percent response rate from training 
programs; and for 2000 to 2001, data were derived from the Graduate Medical Education Database (AMA, 2001). Status as a full- or part-time trainee in 2000–2001 was not known for eight trainees.
2 Numbers for students are derived from the APA 2002 Graduate Study in Psychology.
3 Counts represent accredited programs only and responses to surveys and therefore are an undercount of the actual students in doctoral programs in psychology in the health service provider subfields. 
First-year full-time is counted as new enrollments (no indication of full-time or part-time status) in 1997–1998 and in 1999–2000.
4 For the 1997–1998 data, doctorates awarded include Ph.D.s reported by National Research Council as well as 800 Psy.D.s degrees estimated by APA's Research Office. Psy.D.s are undercounted in this 
instance. In 1999–2000, 3,121 Ph.D.s in the health service provider subfields, plus approximately 1,000 Psy.D.s, are likely undercounted.
5 Different methods of generating these data render longitudinal comparisons somewhat meaningless. Readers are cautioned against treating these as a time series. They are cross sectional and, in 
many cases, imprecise because of undercounting and nonresponse.
6 Source: Lennon (2001).
7 1984–85 enrollment figure is an estimate. The number of full-time students was 677 based on 35 percent of all master's students being full time. This number was estimated to reflect an expected 1,257 
part-time students.
8 1984 and 1989 data contain students enrolled in both advanced clinical practice and teaching. The sum of enrollments in advanced clinical practice and teaching make up the universe of master's stu-
dents in psychiatric nursing. According to P. Rosenfeld, Director of Research at the National League of Nursing (NLN), rarely will a psychiatric nursing student be classified within any of the other avail-
able classifications for graduate students.
9 For the period 10/16/97 to 10/15/98, unofficial and unpublished data are from the NLN.
10 These 2001–2002 enrollment and graduation figures are from a different data source from prior years. The 2001–2002 data are from the American Association of Colleges and Nursing (see Berlin, 
Stennett, & Bednash, 2002. Also see Berlin, Stennett, & Bednash, 2003). This report is based on an 81 percent response rate from baccalaureate and graduate programs in nursing. The actual numbers 
reported from these schools is adjusted for nonresponse, resulting in the numbers reported in this table. The numbers include clinical nurse specialists (CNSs) in adult and child psychiatric mental 
health nursing and adult and family psychiatric nurse practitioners (NPs).
11 Based on Hollis (2000). Declines from 1994–1995 may be due in part to a more strict definition of counselor preparation programs in this edition.
12 1994–1995 data were estimated on the basis of several sources, including students enrolled in programs accredited by American Association for Marriage and Family Therapy (AAMFT) Commission of 
Accreditation for American Association for Marriage and Family Therapy (COAMFT); student members who are not in COAMFTE-accredited programs, but are in programs of regionally accredited insti-
tutions; and AAMFT associate members. The associate membership category is for those who have completed their educational requirements but have yet to complete the clinical supervision require-
ments of their training. Data for 1997–1998 are more reliable than those previously reported for 1994–1995; they are based on a survey of 216 MFT training programs by AAMFT, March 1998. Data for 
2000 based on 2000 AAMFT Practice Research Network (PRN) project funded by CSAT. Data were collected from a random sample of AAMFT clinical members with an 82 percent response rate of eligi-
ble participants.

Table 8. Number of trainees by discipline for selected academic years, United States, 1984–2002 (Continued)

Number of Trainees 1984–85 1989–90 1994–95 1995–96 1996–97 1997–98 1998–99 1999–00 2000–01 2001–02
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smaller percentages at 4.6 percent and 0.7 percent,
respectively. Seeing such a high percentage in direct
service is not surprising, because the social worker
profession has a strong tradition in clinical and case
work and comprises the majority of the mental
health professional groups. The NASW PRN survey
(2000b) gathered data only about the principal role
in the social worker’s primary practice setting and
thus does not reflect the multiple work activities of
social workers in their primary and secondary em-
ployment. Twenty-five percent of social workers
have both full-time and part-time jobs. Interesting-
ly, “more than two-thirds of NASW members are in
clinical or direct practice, but more than three-
fourths currently see clients. This suggests that
many members carry out administrative or mana-
gerial roles and provide clinical or direct practice
services either in their full-time employment in or-
ganizations or in part-time practices of their own”
(NASW, 2000b). The social work data in table 7 are
not comparable to the other disciplines.

Psychiatric Nursing

Educational preparation for the practice of psy-
chiatric nursing begins at the prebaccalaureate lev-
el. Although there are registered nurses practicing
in psychiatric settings who received their profes-
sional education through associate degree and hos-
pital diploma programs, the nursing profession en-
dorses the baccalaureate degree in nursing as the
basic education required for beginning general prac-
tice in psychiatric nursing. Nurses prepared at the
baccalaureate level are considered generalists and
may be employed in psychiatric specialty settings or
may work with clients with mental illness in other
general health care settings. The American Nurses
Association (ANA) provides a certification process
and examination for generalist psychiatric nurses
as well as a certification for advanced practice psy-
chiatric nurses (see American Nurses Credentialing
Center, 2000).

Advanced practice psychiatric nurses are edu-
cated in graduate programs and are required to
complete at least a master's degree in psychiatric
nursing. In the past several years, another psychi-
atric nursing educational and practice model has
emerged—the psychiatric nurse practitioner. Psy-
chiatric nurse practitioners complete a master’s de-
gree in psychiatric nursing, including graduate edu-
cational requirements for practicing as family or
adult nurse practitioners, and they are certified as
psychiatric-mental health nurse practitioners

(PMH-NPs). In 1988, an estimated 13,045 nurses
had graduate education in psychiatric mental
health nursing. The ANA national certification pro-
gram credentials psychiatric nurses as certified
clinical specialists in adult or child and adolescent
psychiatric mental health nursing. In 1995, 6,800
nurses were certified as specialists in psychiatric-
mental health nursing (see table 1), with this num-
ber increasing to 8,519 in 2002. Also, 392 PMH-NPs
were certified in 2002 (personal communications,
ANA, June 7, 2002). In addition, some States have
procedures for credentialing advanced practice psy-
chiatric nurses.

The requirements for ANA certification as a
psychiatric nurse clinical specialist include comple-
tion of a graduate degree in psychiatric mental
health nursing, supervised clinical practice for a re-
quired number of hours in the degree program, and
successful completion of a written examination. Un-
til recently, certification could be granted to nurses
who had obtained graduate degrees in related fields
(e.g., social work or psychology). However, certifica-
tion now requires graduate education specifically in
psychiatric mental health nursing.

The data in the tables of this chapter reflect in-
formation only on nurses with graduate degrees in
psychiatric mental health nursing. Because 11 per-
cent are dually clinical nurse specialists (CNSs) and
nurse practitioners (NPs), 78 percent are best clas-
sified as CNSs and 11 percent as NPs. The ANA al-
so certifies a subset of these nurses (44 percent) as
clinical specialists in psychiatric nursing.

Demographic and Training 
Characteristics

In 1988, an estimated 13,045 nurses had gradu-
ate degrees in psychiatric nursing. According to da-
ta from the National League for Nursing (NLN),
5,001 students graduated from psychiatric mental
health programs between 1988 and 1996 (Merwin,
1998). This study estimates the number of such
nurses as 18,269 in 2000, up from 17,318 in 1996
(Merwin, 1998). While the total number of gradu-
ate-trained psychiatric nurses has increased some-
what, work patterns have changed dramatically. In
1988, 19 percent of clinically trained nurses were
not working, compared with 11.5 percent in 1996
and 9.1 percent in 2000. The percentage of part-
time employed nurses declined from 27 to 22 per-
cent during this 12-year period. As table 1 shows,
there are an estimated 16,606 employed nurses, 78
percent of whom are employed full time. Ninety-six
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percent of employed nurses are employed in nurs-
ing, which is a decrease from 99 percent in 1996
(West et al., 2001).

Table 2 shows that 91.5 percent of psychiatric
nurses are female, and 90.2 percent of the females
are White (however, this may be low due to three
percent of respondents not reporting race). The per-
centage of men increased from 4.2 percent in 1988
and 6.9 percent in 1996 to 8.5 percent in 2000 (see
table 2 and West et al., 2001). Less than two percent
of female graduate-prepared nurses are under age
35; in 1988, 18 percent of such nurses were under
age 35. This trend continues with the decline in per-
centages of nurses in the 35 to 39 and 40 to 44 age
groups. The average age of female graduate-pre-
pared psychiatric nurses was 51 years in 2000, in-
creasing from 48 years in 1996. The small sample
size for males does not allow for the development of
estimates of counts by age and race/ethnicity.

Table 3 shows the number of nurses in each re-
gion of the United States. The greatest percentages
of advanced practice nurses reside in the New En-
gland, Middle Atlantic, East South Central, and
East North Central regions. Table 4 shows that
more than 50 percent of the nurses received their
highest degree in nursing more than 10 years ago.
The percentage receiving their highest degrees in
recent years may be influenced by master’s-pre-
pared psychiatric nurses returning for doctoral
education.

Table 5 shows that 65 percent of the clinically
trained, advanced practice full-time employed nurs-
es hold one position in nursing. Seventy-six percent
of part-time nurses do so. Table 6 reflects the prima-
ry work setting of advanced practice psychiatric
nurses. Although hospitals continue to be the most
common employment site, the number of nurses
working in hospitals decreased by 10 percent and
the number of nurses working in clinic settings in-
creased by seven percent. Nearly 19 percent are em-
ployed in university settings, while just over five
percent are working in elementary and secondary
schools, reflecting no change since 1996. Less than
one percent of nurses worked in nursing home set-
tings in both 1996 and 2000.

Table 7 shows that 79 percent of employed clini-
cally trained psychiatric nurses are involved in pa-
tient care and direct service. Forty-seven percent of
these nurses report their dominant function as
direct patient care, followed by administration
(13 percent), teaching (nine percent), consultation
(two percent), research (two percent), and supervi-
sion (one percent). 

The number of nurses enrolled in graduate edu-
cation in psychiatric nursing continues to decline.
The number of graduates decreased from 781 in
1979–80 (which was an undercount) to 439 in 2001
(see table 8). About 42 percent of graduates are pre-
pared as NPs, which includes those educated in
combined NP/CNS roles, with 58 percent being pre-
pared as CNSs. Psychiatric nursing leaders have
documented the decline in graduates since the early
1980s (Chamberlain, 1983, 1987). There has also
been a steady decrease in enrollees. 

As of 2001, there were 1,153 enrollees in psychi-
atric mental health graduate programs, with only
36 percent (419) enrolled full time and 64 percent
(734) enrolled part time (see table 8). In recent
years, a decrease in the percentage of students en-
rolled full time has contributed to the decline in
graduates in any one year; however, from 1996 to
1998, there was a 10 percent increase in the per-
centage of full-time students, and this percentage
was maintained in 2001. Data are now available on
the number of nurses receiving post-master’s NP
certificates. Fifty-nine received these certificates in
2001. 

Professional Activities

Several trends are occurring in the education
and practice of specialty psychiatric mental health
nursing. The recent proliferation of NP educational
programs in all clinical specialty areas, including
psychiatric nursing, is producing a different nursing
workforce than previously existed. In 1991, few
nurse practitioner students (only 89, or two percent)
specialized in psychiatric nursing (National League
for Nursing [NLN], 1994, pp. 107–108). In 1994,
there were 364 enrollees of such programs, with 70
graduates (NLN, 1995). In 1996, there were 483 en-
rollees of NP programs and 100 graduates (NLN,
1996).

Enrollees of graduate programs in psychiatric
mental health nursing are enrolled in NP, advanced
clinical practice, or teaching programs. In 1991–92,
eight percent of graduates were from NP programs,
84 percent from advanced clinical practice pro-
grams, and eight percent from teaching programs
(NLN, 1994, p. 111). In 1998, 35 percent of gradu-
ates were from NP programs, 60 percent from ad-
vanced clinical practice programs, and five percent
from teaching programs. By 1994, enrollees’ choice
of program also shifted. Twenty-two percent of en-
rollees in graduate psychiatric mental health nurs-
ing were in NP programs, 74 percent in advanced
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clinical practice programs, and four percent in
teaching programs (NLN, 1996). In 1998, 35 percent
were in NP programs, 60 percent in advanced clini-
cal practice programs, and five percent in teaching
programs paralleling graduation rates. In 1998,
there were 444 enrollees of NP programs and 148
graduates (NLN, 2000).

In response to changes in the Nation’s health
care delivery system and the proliferation and ac-
ceptance of nurse practitioners in primary and spe-
cialty health care settings, many graduate pro-
grams in psychiatric nursing now offer specialty
preparation that allows several different options for
the advanced practice psychiatric nurse (Pasacreta
et al., 1999). There are currently three major ad-
vanced practice specialty preparations: (1) clinical
nurse specialist, (2) combined clinical specialist/
nurse practitioner, and (3) psychiatric nurse practi-
tioner. CNSs are prepared to have a high degree of
proficiency in therapeutic and interpersonal skills
to work with individuals and families. In some
States, CNSs who are certified in psychiatric nurs-
ing have prescriptive authority. NPs have prescrip-
tive authority in 49 States and the District of
Columbia.

Advanced practice nurses who are dually certi-
fied as psychiatric CNSs and NPs are prepared to
offer both primary mental and physical health care
to children, adults, or families (depending on the
specialty focuses). These nurses must complete the
requirements for both the NP and CNS certifica-
tion, necessitating a lengthy master’s-level pro-
gram. However, many nursing leaders believe that
advanced practice psychiatric nursing is moving to-
ward a single role that combines the therapeutic
skills of the psychiatric CNS with the physical as-
sessment skills of the NP (McCabe and Grover,
1999). The role of psychiatric NP has developed
from the need for a combined advanced practice role
for psychiatric nurses.

Psychiatric NPs are registered nurses with a
graduate degree in nursing who are prepared to de-
liver primary mental health and psychiatric care to
clients and families (American Nurses Credential-
ing Center, 2000). The American Nurses Credential-
ing Center (ANCC) developed a certification exami-
nation for psychiatric NPs that was administered
for the first time in late 2000. The credential re-
quires completion of a master’s or post-master’s de-
gree program with course work that includes ad-
vanced health assessment, pathophysiology,
pharmacology or psychopharmacology, and diagno-
sis and medication management of psychiatric ill-
nesses, together with supervised clinical training.

Counseling

The American Counseling Association (ACA) de-
fines professional counseling as the application of
mental health, psychological, or human develop-
mental principles through cognitive, affective, be-
havioral, or systemic intervention strategies that
address wellness, personal growth, or career devel-
opment, as well as pathology. Patterson and Welfel
(1994) note that the primary purpose of counseling
is to empower the client to deal adequately with life
situations, reduce stress, experience personal
growth, and make well-informed, rational decisions.

Counselors work in a wide array of settings, in-
cluding community counseling centers, government
agencies, hospitals, rehabilitation centers, schools
and colleges, businesses, and private practice. In
addition to the traditional roles of individual coun-
seling and supervision, counselors perform a variety
of other functions related to preventing problems
and promoting healthy development, including con-
sultation, outreach, education, and other forms of
indirect service.

The beginnings of counseling can be traced back
to six distinct origins: (1) laboratory psychology,
with its roots in Europe; (2) psychoanalysis; (3) the
mental hygiene movement; (4) the vocational guid-
ance movement; (5) the mental testing movement;
and (6) Carl Rogers and the humanistic psychology
movement (Belkin, 1988). All these movements coa-
lesced in the 20th century with the shift from an
agrarian to an industrial society. This shift was ac-
companied by both bureaucratization of organiza-
tions and the specialization of the workforce. Thus,
the first organized counseling activities came out of
the Vocational Guidance movement, which resulted
from a need to adapt to these major lifestyle chang-
es. Over time, all the early antecedents to modern-
day counseling have had an influence counseling
has broadened its role.

Since the beginning of the 20th century, when
Frank Parsons began what we think of as profes-
sional counseling, one of counseling’s most salient
characteristics has been how much it is dependent
on its socioeconomic and political context. Common-
ly referred to as the father of guidance and counsel-
ing, Frank Parsons established the Vocational Bu-
reau of Boston in 1908 (Gibson and Mitchell, 1995).
Parsons was an advocate for youth, women, the
poor, and the disadvantaged (O’Brien, 1999). His
book, Choosing a Vocation, was published in 1909,
shortly after his death. It outlined his model of ca-
reer guidance, which provided a basis for the career
counseling of the time. Although career guidance
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initially took place in community agencies, it soon
became popular in school settings as well.

As noted earlier, the mental testing movement
has also been very important to counseling. Alfred
Binet developed the first individual intelligence test
in 1908 (Kimble and Wertheimer, 1998). Binet be-
lieved that guidance toward a career should be
based on the measurement of abilities. Many others
followed, developing testing into the major social
force it is today. Another important force has been
the development of an emphasis on conscious and
unconscious thoughts, feelings, and emotions, which
began with Freud. As more individuals have taken
advantage of developments in psychotherapy to
seek to improve their mental health, counselors
have entered this arena in a major way. Thus coun-
seling, which at first focused on vocational guid-
ance, armed itself with an emphasis on assessment.
Later, counseling expanded to include work with
those with emotional distress.

National legislation influenced the evolution of
the counseling profession. Following World War II,
the Federal Government developed and funded a
variety of mental health services. For example, the
National Mental Health Act of 1946 established the
National Institute of Mental Health, which marked
the beginning of publicly funded mental health ser-
vices. At this point, the Veterans Administration be-
gan to see the need to help returning veterans read-
just to civilian life, both vocationally and personally,
and employed professionals to assist them in this
process.

Another piece of legislation that had a great im-
pact on the counseling profession was the Commu-
nity Mental Health Centers Act of 1963. This act re-
sulted in a substantial increase in employment
opportunities for counselors across the country.
Community mental health centers have traditional-
ly employed a significant number of professional
counselors, and many who worked in this environ-
ment went on to establish independent private
practices.

The passage of the National Defense Education
Act (NDEA) in the late 1950s made it possible for
graduate schools of education to establish funded
programs to train guidance counselors. This deci-
sion became a landmark, linking personal needs
and education with the Nation’s well-being. The
NDEA provided grants to States for stimulating the
establishment and maintenance of local guidance
programs and to institutions of higher education for
training guidance counselors to staff local programs
(Gibson and Mitchell, 1995). The intent of the school
counseling addressed in the act was to establish a

national cadre of counselors adept in helping stu-
dents plan for post-high school education. Specifi-
cally, Congress wanted talented math and science
students to be encouraged to further their
education.

Thus, in an indirect but significant manner, the
Soviet space and arms race gave rise to the estab-
lishment of counselor education programs across
the Nation. Although school counselors began to
serve a much broader role than envisioned by the
NDEA, there is no question that the act provided a
base from which counseling could grow. By the mid-
1960s, notable contributions achieved by the act
could be easily identified. These contributions in-
cluded supporting 480 institutes designed to im-
prove counseling capabilities and granting 8,500
graduate fellowships, which was a step toward
meeting the needs of many college teachers. By the
end of the 1960s, more than 300 academic units
housed counselor education postgraduate training
programs. 

Much valuable information regarding counselor
preparation is provided in the book Counselor Prep-
aration 1999–2001: Programs, Faculty, and Trends
(Hollis, 2000), which is the tenth edition in a longi-
tudinal study of counselor training. According to
Hollis, the United States has 542 entry-level coun-
selor training programs, of which approximately 30
percent are accredited by the Council for Accredita-
tion of Counseling and Related Education Programs
(CACREP). As shown in table 8, there were 19,576
master’s students in 1999. At the doctoral level,
there are 54 programs, 39 of which are CACREP ac-
credited. In 1999, 1,061 students were in these doc-
toral programs, for a total of 20,637 counselor
trainees.

Early counseling activities tended to be direc-
tive and counselor-focused. This approach was chal-
lenged by Rogers (1942) with the publication of his
landmark book Counseling and Psychotherapy,
which had a profound impact on the way counseling
was viewed. Counseling’s focus consequently shifted
from education to that of psychology and social
work. Rogers’ work implied that one person’s solu-
tions may not be suitable for another’s morals, val-
ues, and goals and that being an effective helper en-
tails being familiar with the client (Patterson and
Welfel, 1994). Rogers emphasized a nondirective,
client-centered approach to counseling. As Smith
and Robinson (1995) noted, Rogers’ client-centered
theory also emphasized the client as a partner in
the healing process, rather than as a patient to be
healed by the therapist. Although other competing
theories have emerged and gained acceptance, this
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emphasis on the importance of the relationship con-
tinues to be a hallmark of much counseling theory
and practice. With this foundation, counselors use
an appropriate combination of other theories, tech-
niques, and assessment instruments to help clients
achieve co-constructed goals.

Although a considerable overlap exists among
the helping professions, counseling can be distin-
guished by its developmental and preventative ori-
entation as well as its focus on the individual within
an environmental context. A focus of counseling is
to help each individual define his or her goals while
reaching his or her fullest potential. Counseling
thus takes a broad view of mental health care, em-
phasizing its developmental, preventative, and edu-
cational aspects in addition to the traditional focus
on the remedial treatment of illnesses. “Simply stat-
ed, mental health counseling believes that a person
does not have to be sick to get better” (Smith and
Robinson, 1995, p. 158). Counseling should result in
unforced and accountable behavior and actions on
the part of the client while also educating the client
with the necessary skills to regulate his or her posi-
tive, as well as negative, thoughts, feelings, and
emotions. 

Formal recognition of counseling as a unique
profession has been fostered by the establishment of
a professional counseling organization, accredita-
tion standards for counselor training programs, and
certification and licensure for counselors. The Na-
tional Vocational Guidance Association, founded in
1913, and the National Association of Deans of
Women, established in 1914, were the first two or-
ganizations begun specifically for counselors (Hollis,
2000). 

The ACA, established in 1952 as the American
Personnel and Guidance Association, resulted from
the merger of the National Vocational Guidance As-
sociation, the American College Personnel Associa-
tion, and the National Association of Guidance Su-
pervisors and Counselor Trainers. These four
organizations then became the founding divisions of
the umbrella association, ACA, which is considered
the world’s largest association for the profession of
counseling. In addition to the original founding divi-
sions, a number of counseling specialty areas have
been added. ACA currently has 17 of these divi-
sions. The divisions were formed with the idea of
providing specific leadership, resources, and infor-
mation for a particular specialty area. Two exam-
ples of specific divisions are the Association for Spe-
cialists in Group Work (ASGW) and the American
School Counselor Association (ASCA). While not all
professional counselors are ACA members, its mem-

bership represents the various specialty and inter-
est areas in the field. The ACA currently has more
than 55,000 members.

After many years of legislative activities, cur-
rently almost all the States (47) plus the District of
Columbia and Guam have passed licensure or certi-
fication laws for master’s-level practitioners. Legis-
lative activities in the remaining three States
should soon see results. The number of States with
these laws indicates the increased acceptance of
counseling as a unique and legitimate profession in
the panoply of mental health service providers. Ad-
ditional hallmarks of professional maturity are the
development of accreditation and certification bod-
ies for counseling.

In addition to licensure and certification, coun-
seling has an accrediting body for its training pro-
grams. Accreditation is a method of strengthening
the profession by upholding a set standard to which
accredited programs must adhere. Accreditation
standards are typically set by a professional organi-
zation. The ACA (then called the American Person-
nel and Guidance Association) established CACREP
in 1981 to oversee the quality of various counselor
training programs that were seeking accreditation. 

CACREP established educational standards for
master’s- and doctoral-level counselor training pro-
grams. Becoming an accredited program is a volun-
tary process; however, virtually every counseling
program in the country uses the curriculum and
clinical training guidelines, even if the program has
not sought formal accreditation. One reason for this
is that the guidelines are widely used as standards
for preparation by counseling licensure boards. Use
of these guidelines is also a qualification for those
who seek to become certified by the National Board
for Certified Counselors (NBCC). Thus, the CA-
CREP standards have helped to ensure uniformity
in training across the field. The 2001 Standards are
the most recent CACREP guidelines. Among other
requirements, students in an accredited program
must complete work in eight common core areas.
Currently, there are 164 accredited institutions,
each having one or more accredited programs, in
the United States and the District of Columbia, and
this number is growing yearly. 

Another hallmark of the profession’s maturity is
the establishment and development of a national
certification program as a complement to State li-
censure. NBCC, established in 1982, is the largest
certification organization for the profession of coun-
seling. It began credentialing National Certified
Counselors (NCCs) in 1983. Along with CACREP,
NBCC has had a significant impact on the field. It
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provides a registry of those who have met its nation-
al certification standards. These individuals must
fulfill three components to become National Certi-
fied Counselors: receive a graduate counseling de-
gree from a regionally accredited school; receive a
specific amount of supervised experience; and pass
the National Counselor Examination (NCE). They
are then entitled to use the designation NCC. 

NBCC also has a Code of Ethics that details a
minimal level of ethical standards to which NCCs
are to adhere. In keeping with the advanced level of
technology used in today’s society, NBCC also out-
lines standards for the ethical practice of Webcoun-
seling. In addition to serving as a national registry,
the NCE is required by most States for licensure or
certification. NBCC has more than 32,000 certified
counselors in the United States, the District of Co-
lumbia, and Guam, as well as in more than 50 other
nations.

Demographic Characteristics 

For the purpose of collecting data for this chap-
ter, we emphasized the number of clinically trained
counselors. Clinical training was reflected by creat-
ing an unduplicated total of NCCs and licensed
counselors by State where licensure numbers were
unavailable. In States without counseling licensure,
we determined totals by using the number of NCCs
with an estimated number of licensable counselors
using data from similar States. The total number of
counselors reflected in table 1 is the sum of these
State totals. The ratios and percentages in the re-
maining tables are based on NBCC database que-
ries, ACA membership statistics, a 1999 National
Job Analysis of the Professional Counselor, and Hol-
lis (2000). 

Table 2 illustrates that as a population, counse-
lors are aging. In 2002, the largest proportion of
clinical counselors is between the ages of 55 and 59
(21.3 percent). The number of counselors between
the ages of 35 and 39 decreased significantly. How-
ever, a considerable number of students is entering
the field each year. In 2000, more than 20,000 stu-
dents were in training, a great majority in master’s
programs, which they complete in two years (see ta-
ble 8). No new data were available for 2002; howev-
er, anecdotal numbers from training programs indi-
cate that their enrollments are increasing. Thus, it
appears that there will be ample replacements for
those who leave the field.

Counselors are spread throughout the country
geographically, with the largest numbers being in

the Middle-Atlantic, the South Atlantic, and the
East North Central States (see table 3). The overall
numbers have risen since 2000. Correspondingly,
the rate of counselors per 100,000 has increased in
every region of the United States. 

Looking Ahead 

Today’s counselors, along with other mental
health professionals, are faced with a world of rapid
change. Managed care has changed the health care
system dramatically for counselors. The emphasis
now is on the shortest and least expensive mode of
treatment. On the positive side, this emphasis on
cost containment has led to an increased demand
for master’s-level counselors. Currently, 68 percent
of the members of ACA hold master’s-level degrees,
whereas only 17 percent hold doctoral degrees.
Hence, the need for master’s-level counselors result-
ing from the managed care system is likely to be
met in the future.

Currently, a much larger female than male pop-
ulation makes up the counseling profession. Com-
bined data show that 80,590 female counselors and
31,341 male counselors practice in the United
States (table 2).

Multiculturalism is a very important issue fac-
ing today’s counselors. The U.S. population contin-
ues to become more and more diverse. However, the
counseling profession is not representative of the
population. Approximately 80 percent of the counse-
lors currently practicing are White, compared with
the 3.8 percent African-American, 1.9 percent His-
panic/Latino, 0.7 percent Asian, and less than one
percent Native American counselors. There is a
need for an increasing number of counselors of vari-
ous ethnic, racial, and religious backgrounds. Train-
ing programs are meeting the needs of diversity by
including courses on multiculturalism and other
modes of training to expose counselors and students
of counseling to a wide array of cultures, customs,
and traditions so as to maximize their empathy and
appreciation for different cultures.

The field is making much more use of electronic
communication in a number of different ways. For
example, one of the early electronic developments
was the use of listservs for communication among
counseling professionals. A number of listservs are
devoted to counseling issues. These listservs can be
general in nature or for specialty areas, such as
group counseling, both in the United States and
abroad. 
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Another mechanism that has grown rapidly is
the use of the World Wide Web. Almost all counsel-
ing departments have a departmental Web page.
These Web pages typically describe the program
and its requirements and provide access to course
syllabuses as well as information about the faculty.
In some cases, much of the application process to
the program can be completed online. The ACA and
several of its divisions and NBCC have informative
Web sites. One of the features of a Web page is the
ability to link to other information sources with the
click of a computer mouse. The amount of informa-
tion that can be conveyed quickly and easily is en-
hanced enormously, and this trend will continue in-
to the future.

The use of electronic communication in counsel-
ing is a relatively recent phenomenon that has pro-
found practical and ethical implications. Counseling
organizations are attempting to come to terms with
this fact in various ways. For example, both the
ACA and NBCC have developed a code of ethics for
Webcounseling. In addition, a variety of commis-
sions and committees are studying these issues. Al-
so, courses are being taught electronically, and en-
tire degrees can be completed online. This fact
raises the issues of accreditation, accountability,
and quality. The use of real-time video for counsel-
ing sessions raises issues of confidentiality because
the Internet still poses serious confidentiality
questions. 

Even more current is the Nation’s awareness of
the potential for national catastrophe and the emo-
tional distress that results after disasters, whether
manmade or natural. The events of September 11
have reinforced the need for professional counse-
lors. Counselors, as well as numerous other individ-
uals from various health care disciplines, were
called upon to respond to the psychological needs of
those directly or indirectly linked to the terrorist at-
tacks. Crisis counseling and grief counseling was,
and continues to be, an integral part of the healing
process. Whereas counseling programs typically
have offered training in crisis intervention and post-
traumatic stress counseling, the need for further de-
veloping these courses has resulted in curriculum
change. Looking ahead to the future, it is hard to
predict the psychological impact these events had
on people or how many incidences of post-traumatic
stress disorder, along with other mental difficulties,
may result. What is certain is that counselors were,
and continue to be, available to help people acquire
the behaviors, beliefs, decision-making skills, as
well as the abilities to cope with the aftermath of
crises and mental illness.

Marriage and Family Therapy

Marriage and family therapists (MFTs) are
mental health professionals trained in psychothera-
py and family systems and licensed to diagnose and
treat mental and emotional disorders within the
context of marriage, couples, and family systems. 

Marriage and family therapy grew out of the
public’s demand for professional assistance with
marital difficulties and from the development of a
family systems therapy orientation by psychothera-
py professionals and others (Nichols, 1992). From
their beginnings in the 1930s and 1940s, MFTs have
developed into uniquely qualified health care pro-
fessionals who are federally recognized as a core
mental health discipline, along with psychiatry, psy-
chology, social work, and psychiatric nursing (42
CFR Part 5 Appendix C).

Federal law defines an MFT as “an individual
normally with a master’s or doctoral degree in mari-
tal and family therapy, and at least two years of su-
pervised clinical experience who is practicing as a
marital and family therapist and is licensed or certi-
fied to do so by the State of practice; or, if licensure
or certification is not required by the State of prac-
tice is eligible for clinical membership in the Ameri-
can Association for Marriage and Family Therapy”
(42 CFR Part 5 Appendix C). The Department of La-
bor defines MFT services as: “diagnose and treat
mental and emotional disorders, whether cognitive,
affective, or behavioral, within the context of mar-
riage and family systems. Apply psychotherapeutic
and family systems theories and techniques in the
delivery of professional services to individuals, cou-
ples, and families for the purpose of treating such
diagnosed nervous and mental disorders” (21-1013
Marriage and Family Therapists). Research has
found the services provided by MFTs to be effective
(often more than standard treatments) for many se-
vere disorders and to result in improved outcomes
in both the health and functioning of clients (Doher-
ty and Simmons, 1996; Pinsof and Wynne, 1995).

The profession of marriage and family therapy
has burgeoned since the 1970s, with the number of
therapists increasing from an estimated 1,800 in
1966 to 7,000 in 1979 to almost 50,000 currently.

Demographic and Training 
Characteristics

An estimated 47,111 MFTs were clinically active
in the United States in 2001 (see table 1). Females
represent two-thirds of practicing MFTs (see table
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2), and the median age is 53 (Northey, 2002; Riem-
ersma, 2002).

Consistently, African-Americans and those of
Hispanic descent are underrepresented among
MFTs, compared with their proportions in the U.S.
population. As table 2 shows, the ratios of MFTs of
Asian origin and Native Americans are more in line
with their representation in the total population. As
in the other mental health disciplines, Whites are
significantly overrepresented, making up 93 percent
of MFTs, compared with 75.1 percent of the U.S.
population. Gender differences exist, however.
Slightly more minorities are found among male
than female MFTs (8.5 versus 6.2 percent). In-
creased representation of minorities among MFTs
appears promising. Almost 22 percent of the stu-
dents enrolled in 2002 in training programs accred-
ited by the Commissions on Accreditation for Mar-
riage and Family Therapy Education (COAMFTE)
are from minority population groups.

Table 3 reveals that the distribution of marriage
and family therapists varies considerably across the
United States. These variations can be explained by
the existence (or lack thereof) of State regulation of
the practice of marriage and family therapy or the
presence of accredited university/college training
programs. MFTs have strong representation in ru-
ral areas, with 31.2 percent of rural counties having
at least one MFT. 

In 2001, an estimated 27,467 individuals were
in training to be MFTs (see table 8). This includes
an estimated 17,298 students in 166 master’s and
doctoral degree programs and 10,169 who have
graduated but are not yet practicing independently.

The primary agency recognized by the U.S. De-
partment of Education for the accreditation of clini-
cal training programs in marriage and family thera-
py at the master’s, doctoral, and postgraduate levels
is COAMFTE of the American Association for Mar-
riage and Family Therapy (AAMFT). COAMFTE ac-
creditation is required for programs to establish eli-
gibility to participate in Federal programs.
COAMFTE also is recognized by the Council for
Higher Education Accreditation (CHEA, formerly
CORPA), a nonprofit organization of colleges and
universities that coordinates and provides oversight
of accrediting bodies. As of 2002, COAMFTE had ac-
credited or in candidacy status 55 master’s degree,
18 doctoral degree, and 14 postgraduate degree pro-
grams in 36 States. 

Over three-quarters of MFTs in clinical practice
hold a master’s degree (78 percent) with another 22
percent having doctoral degrees (Northey, 2002; Ri-
emersma, 2002). Forty-five percent of MFTs re-

ceived their degree in marriage and family therapy.
Upwards of 90 percent of MFTs are licensed as mar-
riage and family therapists in their States (Northey,
2002; Riemersma, 2002). 

Almost three-quarters (72 percent) of the esti-
mated 47,111 clinically active MFTs in 2000 com-
pleted their training more than 10 years ago (see ta-
ble 4), making them highly experienced as a group. 

Thirty-seven of the 45 States that regulate
MFTs require some continuing education. The aver-
age number of hours required is 35 per two-year re-
newal cycle. The mean number of continuing educa-
tion hours obtained by MFTs is approximately 27
per year (Northey and Harrington, 2001; Riemers-
ma, 2002).

Professional Activities

In 2000, most MFTs (53.8 percent) worked full
time (see table 1), usually in one setting (37.8 per-
cent) (see table 5). Further, most MFTs work in a
private individual or group clinical practice (86.7
percent) at least part time (see table 6). However,
the number of MFTs who work exclusively in pri-
vate practice settings (50 percent) seems to be drop-
ping. There is a concomitant shift in the numbers of
MFTs working in public sector jobs, with 52.1 per-
cent of the MFTs employed full time working in hos-
pitals, academic settings, clinics, or social service
settings (see table 6). 

Increasingly, as shown in table 7, MFTs are in-
volved in roles other than direct treatment, such as
administration of human service and agency set-
tings (56.0 percent), teaching (46.7 percent), and re-
search (16.5 percent), as well as other activities,
such as prevention program development, public
welfare (especially child welfare through family
preservation services), public policy development,
client advocacy, consultation to businesses, and,
more recently, managed care case management
(Doherty and Simmons, 1996). On average, MFTs
work 32 hours per week, seeing 18 clients (Northey,
2002). 

MFTs treat the full spectrum of the American
society. More than half the clients seen are female
(57 percent); 24 percent are racial and ethnic minor-
ities (Northey, 2002); and 64 percent of MFTs say
they feel competent from their training to treat ra-
cial and ethnic minorities (Doherty and Simmons,
1996). About half the adult clients of MFTs have a
college or postgraduate degree, whereas the other
half have a high school degree and some college. Cli-



Section VI: National Mental Health Statistics

355

ents range from infants to seniors with a median
age of about 38 (Doherty and Simmons, 1996).

MFTs treat a wide range of individual, couple,
and family problems. Depression, marital and cou-
ple difficulties, anxiety, parent-adolescent conflict,
and child behavior problems are the five most com-
monly cited presenting problems (Northey, 2002). 

The presenting problems treated by MFTs tend
to be severe. Nearly half (49 percent) of the prob-
lems are rated as severe or catastrophic; another 45
percent moderately severe; and six percent mild.
The severity of client problems is further supported
by the fact that 29.3 percent had been hospitalized
in the past year, and 6.1 percent were hospitalized
while under treatment by the MFT (Doherty and
Simmons, 1996).

Despite their focus on family systems, MFTs do
not treat only couples and family units. Indeed,
nearly half the cases seen by MFTs are individuals
(42.5 percent), 22.7 percent are couples, and 16.5
percent are families (Northey, 2002). A significant
proportion of the clients seen are children (28.3
percent).

Clients report being highly satisfied with the
services of MFTs. In a national survey of clients,
98.1 percent rated the services as good or excellent;
97.1 percent said they got the kind of help they
wanted; and 91.2 percent said they were satisfied
with the amount of help they received. Further-
more, 94.3 percent said they would recommend
their therapist to a friend (Doherty and Simmons,
1996).

Clients also reported overwhelmingly positive
changes in functioning: 83 percent reported that
their therapy goals had been mostly or completely
achieved. Nearly 9 out of 10 (88.8 percent) reported
improvement in their emotional health; 63.4 per-
cent reported improvement in their overall physical
health; and 54.8 percent reported improvement in
their functioning at work (Doherty and Simmons,
1996).

Treatment by MFTs is naturally brief and cost-
effective. The average length of treatment is 11.5
sessions for couples therapy, 9 sessions for family
therapy, and 13 sessions for individual therapy. The
average fee is $80 per hour, which makes the aver-
age cost per case $780 (Doherty and Simmons,
1996). 

As of the end of 2003, 46 States and the District
of Columbia regulated the practice of marriage and
family therapy. The latest to pass a licensure bill
was the District of Columbia, in November 2003.
California was the first State to regulate the profes-
sion in 1963, followed by Michigan in 1966 and New

Jersey in 1968. The most impressive growth in
State regulation began in the 1980s, with the vast
majority of State regulatory laws having been
adopted since 1980.

All MFT licensure laws regulate the profession
at the independent level of practice. The most com-
mon title for regulation is Licensed Marriage and
Family Therapist, although a few States use Li-
censed Clinical Marriage and Family Therapist. Ar-
izona was the last State to regulate the profession
through certification rather than licensure, but that
law was amended in 2003. Many States also provide
an interim certification or license for post-graduates
who are obtaining their two years of clinical experi-
ence for a license.

States’ definitions of the practice of marriage
and family therapy vary in the specific language
used, but are consistent with AAMFT’s Model Licen-
sure Law, which states the following:

“Marriage and family therapy” means the 
diagnosis and treatment of mental and 
emotional disorders, whether cognitive, 
affective, or behavioral, within the context 
of marriage and family systems. Marriage 
and family therapy involves the professional 
application of psychotherapeutic and family 
system theories and techniques in the 
delivery of services to individuals, couples, 
and families for the purpose of treating such 
diagnosed nervous and mental disorders. 

While the overwhelming majority (90 percent)
of the 47,111 MFTs nationwide hold a State mar-
riage and family therapy license, 24.2 percent hold
additional professional licenses. This fact reflects
the multidisciplinary nature of marriage and family
therapy. The additional licenses include psycholo-
gist (2.7 percent), social worker (6.6 percent), pro-
fessional counselor (12.1 percent), and nurse (2.9
percent) (Northey, 2002). Two-thirds (67.6 percent)
of MFTs hold only a marriage and family therapy li-
cense. There has been a 41 percent increase since
1995 of licensees outside California. Regardless of
their training, most MFTs (73.0 percent) describe
their primary professional identity as marriage and
family therapist (Northey, 2002).

Psychosocial Rehabilitation

Psychosocial rehabilitation (PSR) is a rapidly
growing approach to working with individuals with
severe mental illness in the community. Specifically,
PSR programs usually provide any combination of
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residential services, training in community living
skills, socialization services, crisis services, residen-
tial treatment services, recreation services, voca-
tional rehabilitation services, case management ser-
vices, and educational services. In recent years,
PSR has been identified as a necessary ingredient
for maintaining persons with severe mental illness
in the community. PSR services reduce hospitaliza-
tion, increase employment, and increase the quality
of life of persons served. Thus, PSR services are an
important part of mental health care in the commu-
nity, addressing practical, day-to-day needs, such as
housing, income, work, friends, and coping skills.

The focus of PSR activities is in teaching indi-
viduals with severe mental illness the skills neces-
sary to attain goals of their choice in the community
and in developing innovative supports. In providing
these services, PSR providers draw upon theories
and practices of psychology, education, sociology, so-
cial work, and rehabilitation. In addition, PSR has
been at the forefront of disability and rehabilitation
movements, working toward the empowerment of
individuals with severe mental illness through the
delivery of services and the integration of the client
and the services into the normal life of the commu-
nity. PSR has been successfully used with individu-
als who have disabilities other than mental illness
and those who have concurrent disabilities of sub-
stance abuse, mental retardation, and hopelessness
as well as physical disabilities, such as deafness.
Specialized programs have also been developed for
individuals older than 65.

The importance and success of the field is evi-
denced by its rapid growth. In 1988, 965 facilities
identified themselves as offering PSR services. In
1990, 2,200 facilities were identified as offering PSR
services to persons with severe mental illness. By
1996, 7,000 facilities were identified. With an aver-
age agency staff size of 16, a conservative estimate
of the PSR workforce is 100,000 (see table 1). 

Demographic and Training 
Characteristics

Like other mental health workers, PSR work-
ers, as shown in table 2, are predominantly female
(65 percent) and White (70 percent); assuming that
the distribution of female is similar to that of males,
approximately 21 percent are African-American, six
percent are Hispanic, two percent are Asian, and
.04 percent are Native American. The average age
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ment; nine percent in vocational; and six percent in
other areas. A majority are employed in a single set-
ting (table 5).

PSR has taken a number of steps toward estab-
lishing itself as a distinct professional field, includ-
ing developing a credentialing program called the
Registry for Psychiatric Rehabilitation Practitio-
ners. Many States are in the process of adopting the
registry as a credential for this workforce. This pro-
gram screens applicants for experience, education,
training, and knowledge of psychosocial rehabilita-
tion. Individuals who apply for the registry must
meet certain educational requirements, have mini-
mum levels of experience in the field, demonstrate
written competence in the principles and practices
of PSR, and provide evidence of ongoing training as
well as references from three individuals familiar
with their work.

Parallel to this process, competencies needed by
PSR workers have been identified. These competen-
cies have been derived from empirical literature
that proves the efficacy of certain interventions and
from experience in the field. They include knowl-
edge and skills in the following areas: mental ill-
ness; specialized techniques of rehabilitation; estab-
lishing strong relationships with consumers;
accessing community resources, such as families
and self-help groups; cultural competency; and de-
veloping programs and relationships that promote
recovery. The International Association of Psychoso-
cial Rehabilitation Services (IAPSRS) has also de-
veloped standards for the implementation of psychi-
atric rehabilitation in the form of Practice
Guidelines for the Psychiatric Rehabilitation of Per-
sons with Severe and Persistent Mental Illness.

IAPSRS worked closely with the Commission on
Accreditation of Rehabilitation Facilities (CARF),
the Joint Commission for Accreditation of Health
Care Organizations, the Council on Accreditation,
and the Leadership Council in developing its guide-
lines. These guidelines were created by experts in
the field on the basis of research and were validated
by a field review by practitioners. These guidelines
describe psychiatric rehabilitation approaches and
interventions that are responsive to individual
needs and desires and enhance recovery. Included
are such areas as assessment, rehabilitation plan-
ning, skills teaching in all areas of functional limi-
tations, facilitation of environmental supports, en-
couraging participation in community support and
social activities, mental illness management, cogni-
tive interventions, and methods of working with co-
occurring disabilities. IAPSRS has also developed a

code of ethics for its practitioners, with a process of
adjudication for violations.

The body of research literature that supports
the efficacy of PSR has been growing rapidly as its
importance in the management of severe mental ill-
ness has become firmly established. Psychosocial in-
terventions are reported in many different journals
and books. IAPSRS has also taken the lead in devel-
oping a set of outcomes measures to be used by
agencies in the field. These measures, which look at
many domains of a person’s life, have been
incorporated into the data sets of other types of
rehabilitation.

School Psychology

Applying psychological principles of mental
health delivery and assessing/planning services for
children with learning problems in educational set-
tings is the primary responsibility of school psychol-
ogists. Professional school psychology has grown
significantly over the past 30 years. In 2000, it is es-
timated that more than 31,000 school psychologists
certified by State boards of education or licensed by
State boards of psychological services are practicing
in the Nation’s schools (Thomas, 2000). Additional-
ly, perhaps thousands more are primarily associated
with the discipline as university instructors, as full-
or part-time private practitioners, or in alternative
settings (Fagan and Sachs-Wise, 1994). Most school
psychologists are found serving in 15,000 local edu-
cational agencies and 85,000 schools in all States
and territories, as well as Department of Defense
schools nationally and internationally (Lund and
Reschly, 1998; National Association of School
Psychologists, 1998).

School psychologists are involved in delivering a
broad array of services related to mental health in
the schools. These services include consulting with
teachers, parents, and school personnel about learn-
ing, social, emotional, and behavior problems; devel-
oping and implementing educational programs on
classroom management strategies, parenting skills,
substance abuse, anger management, teaching, and
learning strategies; evaluating academic skills, so-
cial skills, self-help skills, personality, and emotion-
al development; and intervening directly with stu-
dents and families (including individual, group, and
family psychological counseling), as well as helping
solve conflicts related to learning and adjustment.
School psychological services are one of the related
services available to students with disabilities who
need special education and related services as part
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of the Individuals with Disabilities Education Act
(IDEA). School psychological services, as part of the
pupil services, are also designated services under
Title I and other titles of the 1994 Improving Amer-
ica’s Schools Act.

Demographic and Training 
Characteristics

The professional association representing school
psychologists is the National Association of School
Psychologists (NASP), which has 22,345 members
(NASP, 2000). Demographic data on school psychol-
ogists reflected in tables 1 through 8 are based on
data compiled yearly by the U.S. Department of Ed-
ucation (USDOE), Office of Special Education Pro-
grams, Data Analysis System (DANS) for its Annu-
al Report to Congress on the Implementation of the
Individuals with Disabilities Education Act (US-
DOE, 1997, 1998, 1999), membership surveys by
NASP (NASP, 1997a, 1998, 1999, 2000), and a fo-
cused NASP-initiated inquiry regarding the num-
bers of clinically active school psychologists provid-
ing services in the United States (Thomas, 2000).
The base number of clinically active school psychol-
ogists in the tables (31,278) provides the most accu-
rate data available on clinically trained school psy-
chologists. Data on gender, ethnicity, years of
experience, and other demographic information are
also reflected in the tables. 

School psychology is still a relatively young pro-
fession. Prior to 1975, about 5,000 school psycholo-
gists were reported as being employed in more pro-
gressive school systems in urban/suburban areas,
primarily in California, New York, Pennsylvania,
and Ohio (Fagan and Sachs-Wise, 1994). The recog-
nition of the civil right to education of children with
disabilities increased that number to its present lev-
el, with a distribution across all communities—ur-
ban, suburban, and rural—in all States. As the pro-
fession has grown, it has become increasingly
female.A survey conducted in 1986 showed that ap-
proximately 59 percent of school psychologists were
female. Table 2 shows that by 2000, approximately
70 percent of clinically trained school psychologists
were female. Accompanying this increase in female
representation has been a decrease in years of expe-
rience. Illustrating this trend, a survey of the 218
university training programs found that 80.5 per-
cent of the 8,324 full- and part-time enrolled stu-
dents were female (Thomas, 1998).

Ethnic information reported in survey data in-
dicates few minorities in the profession, with ap-

proximately five percent identified (NASP, 1998).
The ethnic distribution has remained relatively the
same over the years, and current NASP member-
ship data may underestimate the percentage of mi-
norities in school psychology. A survey of all gradu-
ate education programs (Thomas, 1998) indicated
that 17 percent of students in training were identi-
fied as minorities.

The data reported in table 3 show that school
psychologists are not evenly distributed across the
Nation (also see Fagan, 1994). Lund and Reschly
(1998) reported significant State and regional varia-
tions, and most States do not meet the NASP stan-
dard of one school psychologist for every 1,000 stu-
dents. Recent survey data (Curtis et al., 1998) find
that 25.5 percent of full-time practicing school psy-
chologists work in settings that are at or below the
1,000:1 ratio, and almost half (48.7 percent) work in
settings with ratios of 1,500:1 or less. However, 32.5
percent of school psychologists work in settings with
ratios of greater than 2,000:1. There is considerable
State-by-State variation in the ratios (Thomas,
2000).

All professional school psychologists are re-
quired to be certified or licensed by the State in
which services are provided. Most States use certifi-
cation and authorize the State education agency to
certify school psychologists. Although requirements
vary from State to State, NASP offers a national
certification (Nationally Certified School Psycholo-
gist, or NCSP) to all those eligible. Several States
recognize the NCSP certification. The requirements
are a master’s degree or higher specialist degree in
school psychology with a minimum of 60 graduate
semester hours; a 1,200-hour internship, 600 hours
of which must be in a school setting; a passing score
(660) on the National School Psychology exam; and
course content to ensure substantial preparation in
school psychology. NCSP renewal occurs on a 3-year
cycle; NCSPs must submit 75 hours of continuing
professional development for renewal.

Most of the students represented in table 8 are
studying for a 60-credit master’s or specialist de-
gree. Seventy-four percent of school psychologists
have documented the requirements to be nationally
certified (NCSP); 24 percent also hold a doctorate in
school psychology, education, or related fields. Al-
though the percentage of school psychologists with a
doctorate remains constant, the percentage meeting
the requirements for national certification contin-
ues to increase. School psychologists who are mem-
bers of NASP or hold the NCSP are required to
abide by the Standards for the Provision of School
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Psychological Services and Principles of Profession-
al Ethics adopted by NASP (1992).

Nationally, more than 151 school psychology
training programs are accredited by NASP/National
Council for Accreditation of Teacher Education (Th-
omas, 1998). At the end of the 1996–97 academic
year, 1,897 school psychology students from 218
training institutions became initially certified/li-
censed to practice in the Nation's schools (Thomas,
1998). The USDOE reports that there are, on aver-
age, more than 600 unfilled, funded vacancies or ad-
ditional certified personnel per year needed for the
public schools (see U.S. Department of Education,
1997a, b, 1998, 1999). Currently, school psychologist
shortages exist in most regions of the United States
(Lund and Reschly, 1998). A shortage of school psy-
chologists is predicted in the immediate future in
light of the increase in retirement rates and the pro-
liferating need for mental health services in the
schools. On the basis of the NASP standard ratio of
1,000 students to 1 school psychologist, it is esti-
mated that another 25,000 school psychologists are
needed (Dwyer, 1995).

Professional Activities

Table 6 shows that school psychologists are typ-
ically employed in the following settings: public or
private schools, universities, clinics, institutions,
private practice, and community agencies. However,
the majority (approximately 82.6 percent) practice
in primary and secondary schools. Recent survey
data (Curtis et al., 1998) report that the percentage
of school psychologists working in schools varies by
setting: 30.3 percent work in urban schools, 44.8
percent in suburban schools, and 24.9 percent in ru-
ral schools. Some school psychologists are employed
by mental health agencies that provide psychologi-
cal services to the schools. Survey data indicate that
of those listed as employed in a school setting in ta-
ble 6, only two percent practice in private schools. 

There are no officially recognized subspecialties
within the profession of school psychology. The 1998
membership directory of NASP did provide survey
data on the percentage of time members spent in
various professional activities. Less than half of the
school psychologists’ time was spent in the assess-
ment of children. Consultation and behavioral and
other therapeutic interventions accounted for 30
percent of professional time. The remainder was
spent in service training provided and received, ad-
ministration, and research. Reschly and Wilson
(1992) reported 55 percent of time for assessment,

42 percent for consultation and interventions, and
two percent for applied research and evaluation. In-
cluded in the process of assessment is presenting
results to parents and school or other staff as well
as using assessment information, primarily to plan
interventions for students experiencing academic or
behavioral difficulties.

Sociology

The revival of the sociological practice move-
ment can be traced back to the late 1970s (Fried-
man, 1987), a turbulent era in higher education in
which many academic institutions—particularly
“small private liberal arts colleges, two-year private
colleges, middle-level private urban universities,
and a spate of remote State colleges and universi-
ties” (Bingham, 1987:5; see also Smith and Cavus-
gil, 1984) experienced three major changes: (1) de-
clining enrollments among aging “baby boomers”
and increasing enrollments among nontraditional
adult and minority students (Strang, 1986); (2) clo-
sures, cooperative arrangements with other institu-
tions, and mergers (Bingham, 1987); and (3) re-
duced government funding amid rising education
costs, necessitating, relief from private funding
sources, such as alumni, foundations, and corpora-
tions (Bryant, 1983). These changes, not typically
shared by their larger, private academic counter-
parts, necessitated a conceptual shift in sociology
away from theory and statistical testing, which
characterized the discipline’s post-World War I ef-
forts to legitimize itself, and toward a return to its
original mission of social reform based on applica-
tion and intervention (Clark, 1990; Franklin, 1979;
Huber, 1984, 1986; Kuklick, 1980; Parsons, 1959).
New hands-on academic incentives—particularly
workshops, supervised fieldwork, and internships—
were designed to attract the changing student de-
mographic and respond to the referenced economic
constraints. They also integrated sociology depart-
ments into their respective communities and with
their publics, balancing students’ substantive disci-
plinary interests with more vocationally oriented
courses (Ruggiero and Weston, 1986; see also Flem-
ing and Francis, 1980; Olzak 1981).

In an era of managed care, sociologists’ entry in-
to the heavily regulated behavioral health care in-
dustry has led many to realize the value of acquir-
ing supplemental association and State professional
credentials, which serve as recognizable symbols of
their competence to serve the public welfare, health,
and safety and to contribute to the quality of social
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life. Sociologists understand that without practice
credentials, their opportunities to engage in work as
unregulated behavioral health care researchers, in-
terventionists, caseworkers, and administrators
will continue to decline. As a result, they have be-
gun to organize and revise their accreditation and
credential programs. The Commission on Applied
and Clinical Sociology (CACS) was established in
February 1995 as a joint initiative of the Society for
Applied Sociology (SAS) and the Sociological Prac-
tice Association (SPA). SAS and SPA were founded
in 1978—SPA as the Clinical Sociology Association
(CSA). In 1997, CACS completed program accredi-
tation standards and peer review guidelines at the
baccalaureate level for sociology departments inter-
ested in complementing their traditional academic
emphases with clinical and applied education and
training components. Comparable standards and
guidelines at the master’s level were published in
1999. Doctoral equivalents are under consideration.
These measures, sensitive to evolving training and
administration standards in behavioral health care,
permit practicing sociologists to apply their unique
perspectives, skills, assessments, and interventions
to the complex set of interactions that characterize
social relations between and among sundry behav-
ioral health care populations, providers, networks,
sponsors, and members and their institutional envi-
ronments. These concerns and practices have all too
often been overlooked or underused in the allied
health care marketplace. Sociologists’ treatments
will add significantly to the mix of existing
approaches.

Following the implementation of its pilot ac-
creditation program in fall 1997, CACS reviewed its
first application for accreditation and self-study
from St. Cloud State University in St. Cloud, Min-
nesota, in February 1998. It conducted a site visit of
St. Cloud’s Applied Sociology Concentration in
March 1998 and recommended full accreditation in
August 1998. A second program, the Applied Sociol-
ogy Program at Our Lady of the Lake University in
San Antonio, Texas, was accredited in August 1999.
Several additional inquiries have since been re-
ceived by CACS from sociology departments inter-
ested in having their applied or clinical programs
accredited at the baccalaureate or master’s levels.
CACS provided these programs with its published
Accreditation Standards and Policies and Proce-
dures. Three of these programs at Buffalo State Col-
lege in upstate New York, Valdosta University in
downstate Georgia, and Humboldt State University
in Arcata, California—filed accreditation applica-
tions, presenting their self-study reports to separate
Commission-sponsored Accreditation Review Com-

mittees (ARCs) in spring 2002. St. Cloud State Uni-
versity submitted its application and self-study for
the reaccreditation of its applied program in winter
2002. Site visits for Valdosta, Humboldt, and St.
Cloud were completed in spring 2003. Accreditation
decisions by CACS are pending. Finally, an ARC
was formed in summer 2003 to evaluate Valdosta
University’s master’s-level program in applied
sociology.

CACS’s immediate plans are to replace its pilot
accreditation program with an approved implemen-
tation, following its accreditation by the Association
of Specialized and Professional Accreditors (ASPA).
An application with ASPA is pending. Sociological
practice programs accredited by CACS will be listed
in its National Directory of Applied and Clinical
Sociological Practice Programs; program graduates
will be listed in its National Registry of Sociological
Practitioners. Provisions will be made to grandfa-
ther qualified, nonprogram-accredited sociologists
into the Registry as well.

The Registry will be used to support graduates’
candidacy for practice certification and their eligi-
bility to enter and engage in employment in inter-
disciplinary practice fields, including mental and
behavioral health care. Later, it will be used to sup-
port their candidacy for State professional creden-
tials through registration, certification, or licensure
in compliance with State regulatory and jurisdic-
tional requirements. Sociological practice legisla-
tion is currently under advisement by CACS. As in
other professions, different classes of association
and State professional credentials will be awarded
on the basis of education and training accomplish-
ments. Core data will be incorporated into upcom-
ing editions of Mental Health, United States.

SPA currently offers qualified candidates at the
master’s and doctoral levels two credentials. A Cer-
tified Sociological Practitioner (CSP) possesses the
requisite knowledge and skills to apply sociology in
one or more recognized subfields, such as organiza-
tional development, social policy assessment, con-
flict resolution, forensic counseling, and community
intervention. A Certified Clinical Sociologist (CCS)
specializes in providing evaluative, therapeutic, ed-
ucational, and administrative services in the men-
tal and behavioral health care fields.

SPA officials report that approximately 20 can-
didates were certified in 1998, adding to the associ-
ation’s base of 48 credentialed sociologists. Six new
applications for SPA certification were filed in 1999;
some are still pending review by the recently re-
formed SPA Certification Committee. As of May
2002, the number of sociologists certified by SPA de-
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clined to 61. Certification is current for 31 of these
practitioners in 2002. Of the 61, 22, or 36 percent,
have provided counseling and other mental and be-
havioral health care services to individuals, fami-
lies, and small groups since their certification. This
percentage increases to 45 percent, or 14 of 31,
when the calculation is based on the subset of prac-
titioners whose SPA certification is current. Subspe-
cialties include emotional therapy, grief work, and
sociotherapy. Client populations include widows
and other women, children, law enforcement offic-
ers, and firefighters. In short, SPA has certified 22
sociologists with clinical training in mental and be-
havioral health care fields. Only 14, or 63.6 percent,
are clinically active as of May 2002. Overall, male
practitioners outnumber their female counterparts
12 to 10, or 54.5 percent to 45.5 percent, in mental
and behavioral health care fields. This proportion
evens to 50 percent, or seven males and females
each, when the calculation is based on the subset of
practitioners whose SPA certification is current.

Since 1983, the SPA certification program has
served as a demonstration project to model and de-
ploy a comprehensive national program, possibly in
conjunction with the American Sociological Associa-
tion. However, future plans in SPA include forming
partnerships with other sociological, nonsociologi-
cal, and professional associations, including SAS
and the Society for the Scientific Study of Social
Problems (SSSSP), to expand the pool of qualified
candidates who are eligible to apply for SPA
credentials.

Current data on applied and clinical sociolo-
gists, particularly those employed in mental and be-
havioral health care fields, other than those certi-
fied by SPA are limited to disparate studies of
independent researchers. To date, no discipline-
wide or association-sponsored sociology groups have
generated exhaustive findings for the universe of
postsecondary-educated, trained, and active practi-
tioners, though such efforts are under the consider-
ation of CACS.

Data from the Open System Practitioner Survey
in 1998, a diagnostic administered by Mental
Health Update coauthor Michael Fleischer, its prin-
cipal investigator, canvassed a nonrepresentative
sample of 217 sociologists, graduates at all degree
levels of 10 of 37 postsecondary institutions in the
tri-State, Chicago metropolitan area between 1977
and 1992. Of these sociology graduates, 69.5 percent

reported current or previous employment in the ac-
ademic and nonacademic workplace and profession-
al marketplace. Fewer than one-third said they
practiced sociology in academic settings, whereas
more than two-thirds said they did so in nonaca-
demic settings. Of these self-reported practicing so-
ciologists, 21.8 percent work in mental health care
and allied medical health care fields, domains com-
prising the second largest industry for applied and
clinical sociologists behind law, social policy, and
community service, in which 23.1 percent said they
work.

Noteworthy is that 9.2 and 2.6 percent, respec-
tively, of practicing sociologists reported single and
multiple professional association credentials (all
nonsociological), and 25.8 and 3.3 percent, respec-
tively, reported single and multiple State profes-
sional credentials (all nonsociological by default).
Generalizable only to the sample that confirmed
residence and employment in the referenced region
between August and November 1993, 42 percent of
practicing sociologists, a plurality, obtained nonso-
ciological professional association credentials in so-
cial service and mental health care fields, whereas
41 percent acquired State professional credentials
as certified and licensed social workers or similarly
credentialed clinical and school social workers. Oth-
ers reported having State credentials in marriage
and family therapy and professional counseling.

In a separate study of 12,211 Ph.D. sociologists
polled in the 1995 Survey of Doctorate Recipients,
sponsored by the National Science Foundation’s
(NSF’s) Division of Science Resource Studies, inde-
pendent researchers Koppel and Dotzler (1999)
found that Ph.D. sociologists favor academic over
nonacademic jobs by a margin greater than three to
one. Their data, weighted on 36 “best principle job
codes,” indicate that 45.8 percent of all Ph.D. sociol-
ogists employed during the week of April 15, 1995,
taught sociology at postsecondary institutions. In
contrast, one percent of nonacademically employed
Ph.D. sociologists coded their work as sociological,
whereas 2.4 percent coded it as psychological and
clinically psychological, and 1.8 percent as social
work. An additional 1.9 percent classified their
work as “other health occupations,” as distin-
guished from medical science (nonpracticing); regis-
tered nursing, pharmacology, diet, and therapy; and
health technology.
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Pastoral Counseling

Identity and Practice

Pastoral counseling is a unique mental health
discipline that integrates behavioral science with
the spiritual dimension of life, as lived out through
values, belief systems, and religious practices. Pas-
toral counselors, as mental health professionals, are
persons who are recognized and endorsed, through
ordination or by other means, by an identified reli-
gious faith group. 

For the past 40 years, the American Association
of Pastoral Counselors (AAPC), the credentialing
and professional body for individual pastoral coun-
selors, has certified pastoral counselors as well as
pastoral counseling centers and training programs
(see American Association of Pastoral Counselors,
1994, 2001).

A landmark development in the field of pastoral
counseling occurred in 1937 when Smiley Blanton,
M.D., a psychiatrist, teamed up with the Rev. Nor-
man Vincent Peale to form the American Founda-
tion for Religion and Psychiatry. This program con-
tinues as the Blanton-Peale Institute, an AAPC-
accredited pastoral counseling service and training
center that is now one of the largest providers of
outpatient mental health care in New York City.
The Blanton-Peale Institute is one of a large net-
work of pastoral counseling centers and training
programs around the country. Famed psychiatrist
Karl Menninger was among the pioneers in the in-
tegration of psychological and theological disci-
plines, believing in the “inseparable nature of psy-
chological and spiritual health” (American
Association of Pastoral Counselors, 2001). 

Pastoral counseling is a highly specialized disci-
pline that requires extensive graduate education,
clinical training, and continuing education/
consultation. This discipline is dynamic in nature,
as are the other major recognized medical and
psychological disciplines applying specific modali-
ties of treatment.

The United States has approximately 85 accred-
ited Pastoral Counseling Centers, which provide a
wide range of mental health services and work in
close collaboration with other mental health profes-
sionals, including psychiatrists, clinical psycholo-
gists, clinical social workers, and other credentialed
counselors. The Samaritan Institute, based in Den-
ver, represents the largest network of Pastoral
Counseling Centers operating throughout the coun-

try. In addition, there are many independent, non-
profit centers in almost all States. Pastoral counse-
lors certified by AAPC are employed in these
Pastoral Counseling Centers, in private practice, or
in community mental health and religious institu-
tions or agencies.

Certified Pastoral Counselors have become ma-
jor providers of mental health services, offering in-
dividual, couple, family, child, adolescent, and group
therapy. AAPC represents approximately 3,000 in-
dividual members and Pastoral Counseling Centers.
Pastoral counselors represent more than 100 faith
groups, including Protestant, Catholic, Jewish, and
other faiths. 

Traditionally, religious communities have been
a principal gateway for those seeking relief from a
wide variety of problems, including mental and
emotional illness, family conflict, substance abuse,
depression and suicide, child and spousal abuse, vi-
olence, and other societal problems. Spirituality and
religious affiliation have demonstrated their value
as a resource for promoting recovery from illness,
not just prevention of morbidity.

AAPC is a nationally recognized mental health
organization working cooperatively with other na-
tional groups, such as the Mental Health Liaison
Group, the National Mental Health Association, the
National Alliance for the Mentally Ill, the Center
for Mental Health Services of the Substance Abuse
and Mental Health Services Administration of the
U.S. Department of Health and Human Services,
and other national groups representing mental
health providers and consumers. It also enjoys coop-
erative relationships with the other mental health
professional organizations. Other health care pro-
viders increasingly recognize the therapeutic bene-
fits of spiritual sensitivity in their practices. They
are recognizing the effectiveness of using spirituali-
ty creatively in the healing process. However, a lack
of training imposes limitations on the ability of oth-
er health care providers to apply the spiritual di-
mension to behavioral science. Clinically, the spiri-
tual dimension translates into using the patient’s
inner and developed spirituality and value system
to effect mental, emotional, and spiritual healing.
Pastoral counselors, consistent with the AAPC Code
of Ethics, do not use proselytizing or religious con-
version methods in the psychotherapy.

There is increasing scientific evidence that spir-
ituality and religion are also beneficial in prevent-
ing and healing physical disease. Many physical
symptoms and diseases have their etiology in men-
tal and emotional problems. The elderly have an af-
finity for the spiritual dimension because they be-
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come more aware of their mortality and suffer more
serious and chronic illness than other age groups.
In a recent poll (American Association of Pastoral
Counselors, 2001), the elderly represented higher
levels of support for seeking the assistance of pasto-
ral counselors over the assistance of family physi-
cians and psychiatrists. Seventy-five percent of
those polled from all groups stated that it would be
important for elderly parents or relatives in need of
treatment to receive assistance from a mental
health professional who knew and understood their
spiritual values and beliefs.

Pastoral counseling offers a modality of treat-
ment that maintains the natural connection be-
tween the physical, mental, and spiritual realities
of life and fosters a sound and lasting foundation for
the prevention and treatment of mental and emo-
tional illness. The wider use of pastoral counseling
is consistent with the present administration’s
Faith-Based Initiative, which recognizes the merits
of close collaboration with the Nation’s faith groups
in alleviating a variety of social and health-related
problems.

Pastoral Counseling Training

Certified Pastoral Counselors are among the
best-trained mental health professionals. Through
graduate study in theology as well as psychology,
pastoral counselors are trained in two disciplines
instead of one, integrating them into an effective
psychotherapeutic modality of treatment. They are
the only mental health professionals, as a group,
with the training, background, and experience to in-
tegrate the power of spiritual resources competently
and effectively with proven and accepted therapeu-
tic methodologies. Consistent with the increasing
interest on the part of other health disciplines, more
than two-thirds of all U.S. medical schools now in-
clude course work, clinical case studies, and lec-
tures on the topic of religion and spirituality.

The standards set by AAPC require intensive
studies in behavioral science and many hours of
clinical training and supervision, in addition to a
graduate curriculum in religious and theological
studies. The clinical training for Fellow certification
involves the completion of at least 1,625 hours of su-
pervised clinical experience and 250 hours of direct
approved supervision. The three primary levels of
AAPC-certified membership are Certified Pastoral
Counselor—the initial level; Certified Pastoral

Counselor and Fellow—indicating advanced clinical
competence; and Certified Pastoral Counselor and
Diplomate—qualifying to work as a training super-
visor. Fellow- and Diplomate-level Pastoral Counse-
lors have been recognized as providers under TRI-
CARE for military dependents, as well as in
medically underserved States for the Federal Em-
ployees Health Benefits (FEHB) plans, with an Of-
fice of Personnel Management (OPM) recommenda-
tion for provider inclusion in all States.
Additionally, Certified Pastoral Counselors serve as
providers in several mental health managed care
plans.

Typical education and training for the Fellow
level consists of a bachelor’s degree from a college or
university, a professional degree from a seminary or
similar graduate educational institution, and a spe-
cialized master’s or doctoral degree in the field,
such as an M.A., D.Min., or Ph.D. degree. Candi-
dates seeking AAPC certification are thoroughly
evaluated to ensure that AAPC certifies only those
who have reached appropriate levels of competence
and who reflect the highest moral and professional
standards. In addition to setting standards for the
certification of individual pastoral counselors,
AAPC sets standards and offers accreditation for
Pastoral Counseling Centers, which includes the
approval of training programs in pastoral counsel-
ing. All accredited centers and approved training
programs are reviewed periodically to ensure main-
tenance of the standards.

OPM, which administers the FEHB health in-
surance program for Federal employees, in its deci-
sion to include Certified Pastoral Counselors in its
program, stated, “We received several documents
that compare the training of AAPC certified Coun-
selors at the Fellow and Diplomate level with men-
tal health professionals such as licensed clinical so-
cial workers. We have concluded that AAPC
Counselors meet the requirements for comparable
providers” (Frank O. Titus, Assistant Director for
Insurance Programs, Federal Office of Personnel
Management) (American Association of Pastoral
Counselors, 2001).

Training is a top priority in pastoral counseling
because the discipline continually seeks to provide
the highest possible quality of care. Because pasto-
ral counselors must impart their knowledge of men-
tal health to faith groups through community and
clergy education, offering educational events in con-
gregations and to clergy groups is prominent in
their community activity.
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Consumer Attitudes

Past and recent public opinion polls have indi-
cated that significant numbers of people desire to
have the spiritual dimension and their personal val-
ue system incorporated into the treatment of men-
tal and emotional illness for themselves and their
families. This finding is undergirded by the basic
faith in God demonstrated by the American people.
In 1994, 96 percent of the U.S. population believed
in God or a higher power, according to the Princeton
Religious Research Center. Consumer attitudes
have consistently reflected the desire to choose from
a range of qualified providers, as demonstrated in
research surveys, and pastoral counselors show up
prominently in the preferences.

An early Gallup poll (1991) (see American Asso-
ciation of Pastoral Counselors, 2001) measuring the
demand for a pastoral-oriented therapy modality
showed that 66 percent of respondents preferred a
professional counselor who represented spiritual
values and beliefs, and 81 percent preferred to have
their own values and beliefs integrated into the
counseling process. A poll conducted in late 2000 by
Greenburg Quinlan Research, Inc., of Washington,
DC, not only underscored the findings of the Gallup
poll but also revealed much more extensive consum-
er sentiment regarding pastoral counseling (Ameri-
can Association of Pastoral Counselors, 2001). The
firm concluded, “There appears to be a favorable en-
vironment for the type of role Pastoral Counselors
can play, especially for the growing elderly popula-
tion. Voters say it is important to them that mental
health counselors be able to integrate spiritual
health and mental health in the course of counsel-
ing. These data also show a widely held belief that
emotional well-being is closely linked with spiritual
faith. Finally, the results show that a fear exists on
some level that mainstream counseling and therapy
may not always take seriously the spiritual and
emotional beliefs of clients. These findings put the
AAPC in a distinct position to make the argument
that their members can fill a void that currently ex-
ists in treating mental and emotional problems”
(American Association of Pastoral Counselors, 2001,
Appendix C, p. 47). 

Some survey findings from the Greenburg Quin-
lan Research, Inc., poll (American Association of
Pastoral Counselors, 2001, Appendix C, pp. 47–48)
are as follows: 

(1) Seventy-five percent of respondents say it
would be important for an elderly parent or
relative who was in need of treatment to get

assistance from a mental health profes-
sional who knew and understood their spiri-
tual beliefs and values. 

(2) Among senior citizens, there were higher
levels of support for seeking the assistance
of pastoral counselors than for seeking the
assistance of family physicians and psychia-
trists. 

(3) Eighty-three percent of respondents feel
their spiritual faith and religious beliefs are
closely tied to their state of mental and emo-
tional health. 

(4) Seventy-five percent of respondents say it is
important to see a professional counselor
who integrates their values and beliefs into
the counseling process. 

(5) Sixty-nine percent of respondents believe it
would be important to see a professional
counselor who represents their spiritual val-
ues and beliefs if they had a serious problem
that required counseling. 

(6) In all age groups, consumer preference for
the services of pastoral counselors trained
in psychotherapy and spirituality polled
substantially ahead of the services of other
trained and certified counselors and of fam-
ily physicians, and merely two percentage
points behind the services of psychiatrists. 

Pastoral Counseling and
Preventive Services

Pastoral counseling represents a paradigm for
preventive mental health care. From the
perspective of community prevention, early and
easy access to Pastoral Counseling Centers through
the family, place of worship, and other referral ser-
vices provides intervention before the illness be-
comes chronic or more resistant to treatment. A
place of worship is a natural community gateway
through which millions of persons pass each week
and through which a wide spectrum of mental
health problems are presented, many of which are
amenable to early detection, intervention, and
treatment. Numerous programs around the country
train clergy in the identification of mental and emo-
tional illnesses and in forming relationships with
treatment service networks offering a variety of spe-
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cialized providers, effecting an early referral and
avoiding long, costly treatments for chronic
conditions.

The stigma of mental illness, a major obstacle to
treatment, is in great part mitigated when the cli-
ent presents to a religious setting and is referred to
a Pastoral Counseling Center for treatment. Per-
sons have already acquired a level of comfort with
their place of worship and, therefore, are less resis-
tant to entering a Pastoral Counseling Center. This
setting, consequently, often provides a more accept-
able, hospitable, and therapeutic atmosphere that
helps to nurture the healing process. The spiritual
dimension in mental health care also helps
strengthen inner personal resources for the mainte-
nance of health following early intervention and
treatment.

Many Pastoral Counseling Centers perform
mental health screening to prevent or mitigate the
effects of mental and emotional illnesses. The AAPC
has been a principal party in a national campaign to
fight depression through the education and training
of community clergy and congregations, represent-
ing a wide variety of faith groups and congrega-
tions. This project has given trainees the knowledge
and skills to identify people with depressive illness-
es and link them with appropriate resources. These
pastoral care and counseling tools will continue to
be used long after this project is completed. Many
congregation members have been screened for de-
pression through this program, often being referred
for further evaluation and treatment. Close working
relationships with religious groups and their lead-
ers enable pastoral counselors to be in the forefront
of many valuable programs of disease prevention
and health maintenance, especially for the elderly
and minority populations who are underserved in
mental health services. Because Certified Pastoral
Counselors bring a mature, holistic, and experi-
enced presence to the public need for preventive ser-
vices, their participation in these types of preven-
tive activities helps to ease the enormous pressure
and costs on the mental health delivery system.

Discussion

The information in this chapter is important in
examining the current status of human resources
and care delivery in mental health, particularly
within the context of managed care. Unfortunately,
these data do not address many critical issues. Giv-
en the increasing demand for cost-effective service,
evaluations that focus on determining the cost-

effectiveness of specific treatment and intervention
outcomes are critical. This necessary shift of atten-
tion away from the process of delivery to outcome
will demand analyses of economic and clinical sub-
stitutability of mental health professionals. Cur-
rently available data do not permit effective exami-
nation of these questions.

Other questions about how mental health pro-
fessionals provide services cannot be answered. Ad-
ditional information is needed on characteristics of
the providers, clientele treated, actual services de-
livered, sources of referrals, and relationships with
other health and social service professionals. This
information deficit plagues all mental health profes-
sions. Given the severe consequences of psychiatric
disability, it is essential that relevant policymakers
work together to improve the quality of information
available on human resources in mental health. 

In conclusion, it should again be noted that the
minimal core data elements required to identify the
important characteristics of mental health and sub-
stance abuse providers can be found in Mental
Health, United States, 1998 (Manderscheid and
Henderson, 1998). Such data are expected to signifi-
cantly improve information about service providers
in the health care system.
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